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LUNG ABSCESS* 


By James Maxwe tt, M.D., F.R.C.P. Lond. 


ASSISTANT PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL, 
AND PHYSICIAN TO THE ROYAL CHEST HOSPITAL, 
LONDON 


Asscess formation in the lung is by no means 
uncommon, and our ideas about the frequency of 
the condition have been materially altered by the 
routine use of X rays in the diagnosis of chest condi- 
tions. By this means it is now possible to ensure 
an accurate diagnosis at an early stage in a very 
high proportion of cases, and it is only necessary to 
bear in mind the possibility of the existence of the 
condition. 

It is first necessary to consider what is meant by 
the term “lung abscess.” Many definitions have 
been offered, but that which appears most satis- 
factory is based on a combination of the anatomical 
and pathological features of the condition, and 
which states that “lung abscess is non-tuberculous 
suppuration with cavitation occurring in the lung 
tissue.” This definition makes it clear that lung 
abscess is a lesion of the lung parenchyma itself, 
and it avoids the confusion which sometimes arises 
between true lung abscess and large single bron- 
chiectatie cavities. The term “ gangrene” is better 
avoided in the case of those lesions which are pri- 
marily infective in nature, the only possible signi- 
ficance of this term being that it indicates a special 
type of abscess which results from anaerobic infection. 
Gangrene in other parts of the body results from 
vascular obstruction as a rule, and the term might 
be suitably employed for those cases in which there 
is necrosis of a portion of the lung as a result of 
vascular obstruction ; in order to avoid any possible 
confusion, however, it is better to employ the term 
““massive necrosis’ for these cases and to abandon 
the use of the term “ gangrene,”’ so far as the lungs 
are concerned. 

Etiology 


The conditions which commonly give rise to 
pulmonary suppuration may be summarised as 
follows :— 

1. Lesions involving the respiratory tract.—(a) Oro- 
pharynx, especially after tonsillectomy or dental extraction ; 
(6) Larynx, usually post-operative ; (c) Trachea, tracheo- 
tomy; (d) Bronchi, foreign body, bronchiectasis and 
bronchial carcinoma ; (e) Lungs, pneumonia, actinomycosis 
and rare fungus infections ; (f) chest injuries. 

2. Abdominal conditions following operations upon 
any part of the abdomen, especially septic operations. 

3. Peripheral septic conditions.—Cutaneous, puerperal, 
aural infections, osteomyelitis. 

4. Lestons of the nervous system. 

5. Primary group. 

The commonest conditions which are associated 
with pulmonary suppuration appear to be operations 
in the mouth, pneumonia, foreign body in a bronchus, 
bronchial carcinoma, and certain abdominal opera- 
tions, notably those for septic conditions in the 
upper part of the abdomen. In addition there is a 
well-defined group of cases in which abscess forma- 
tion occurs as an apparently primary event and 
without any association with disease elsewhere in 
the body. It is in cases belonging to this group that 
difficulties in diagnosis are most apt to occur. 





* Lecture given to the Southampton Medical Society on 
March 4th, 1936. 
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_ ADDRESSES AND ORIGINAL ARTICLES 


The causation of lung abscess is still the subject 
of considerable discussion. According to some, the 
majority of cases result from the aspiration of infected 
material into the bronchial tree; others, however, 
hold that a septic embolus lodging in a branch of the 
pulmonary artery is a much more frequent cause 
of the condition. The experimental evidence is 
inconclusive in so far as both sides have apparently 
been able to prove their case. Animal experiment 
has shown that it is usually possible to induce sup- 
puration in the lung as a result of the introduction 
of septic material, but it must be noted that in these 
cases production of the abscess is much more certain 
when there is some associated damage to the lung, 
such as may result from local collapse or inflamma- 
tion. The clinical evidence, which is based on the 
study of the changes which occur in the bronchial 
tree following tonsillectomy, is also inconclusive. 
It has been shown by bronchoscopy that blood is 
aspirated into the main bronchi in nearly three- 
quarters of all cases in which the tonsils are removed, 
yet the incidence of post-tonsillectomy lung abscess 
is only in the neighbourhood of 0-1 per cent. or even 
less. It would seem from this, therefore, that there 
must be some other factor than simple aspiration 
which is necessary to account for the occurrence of 
pulmonary suppuration. 

So far as experimental evidence is concerned the 
embolic theory can also be supported. So long as 
precautions are taken to ensure that the septic 
embolus lodges in the pulmonary circulation, it is 
relatively easy to ensure the production of a lung 
abscess. From the clinical point of view, however, 
it is a little difficult to explain why the abscesses 
which follow tonsillectomy and other operations 
should usually be single, for if the embolic theory 
were the true explanation then it might have been 
expected that multiple abscesses, such as occur in 
other varieties of pyemia, would have been the result. 
On the other hand it is a fact that lung abscesses 
which follow abdominal operations occur much more 
frequently when the operation has been done in a 
septic field, and this would point to the fact that 
septic embolus and not inhalation following the 
anesthetic is the cause in most of these cases. Of 
course it must be remembered that septic material 
from most of the abdominal field will drain first into 
the liver, by way of the portal vein, and it is found 
on post-mortem examination that there is liver sup- 
puration in a high proportion of these cases. 

Consideration of all the evidence leads to the 
conclusion that both theories may on occasion be 
correct, but that in either case there is commonly 
some underlying pathological condition of the lung 
which affords an opportunity for the commence- 
ment of the suppurative process. It is also possible 


‘that on occasion the infection reaches the lung by 


way of the lymphatics. This may certainly apply 
in those cases where the lung abscess complicates 
a subphrenic abscess, for in such the lung lesion 
is commonly situated in the right lower lobe. It has 
been contended, notably in France, that the lym- 
phatic route is also important in the case of post- 
tonsillectomy abscesses, but there is no definite 
evidence in favour of this view. 
Symptoms and Signs 

Our ideas about the symptomatology of lung 

abscess have been materially altered since it has been 


possible to study the condition by means of X rays. 
H 
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In many cases the symptoms are those of an acute 
infection, and there may be very little in the way 
of localising evidence. There may be a sudden febrile 
onset with possibly a rigor, and there may be nothing 
at all to sugg2st any local pulmonary infection. In 
other cases there may be a dry cough in the early 
stages, and pain in those cases in which the abscess 
is situated sufficiently near to the pleura to cause 
an inflammatory reaction. The sputum varies greatly 
in different cases. In the past, it has been commonly 
supposed that pulmonary suppuration was associated 
with abundant foul sputum, and while that is un- 
doubtedly true in a number of cases, yet it must be 
realised that there is frequently little or no sputum, 
and that the sputum need not necessarily be foul. 
Another important point is that cough and large 
quantities of sputum may be precipitated from 
changes in posture, this symptom always suggesting 
the presence of a cavity which is moderately full of 
fluid. The characters of the sputum obviously 
depend upon the situation of the abscess, whether 
it is open to a bronchus or not, and upon the type 
of infecting organism. Foul sputum is only found in 
those cases in which there is a fuso-spirochextal 
infection ; and in the not uncommon groups in which 
the infection is pneumococcal, staphylococcal, or 
streptococcal the pus differs in no way from that 
generated by these organisms in other situations. 
It is very common for slight hemoptyses to occur 
in the early stages, and this symptom should always 
be regarded as suggestive of the presence of some 
parenchymal lung lesion. 

The physical signs depend to a large extent on the 
size and situation of the abscess. Most commonly 
these lesions are situated in the lower lobes and more 
frequently on the right side. Should the abscess 
be deeply seated there may be no physical signs of 
any sort, whereas a superficial lesion may be very 
evident. Restriction of movement on the affected 
side and some impairment of percussion note are the 
common signs. When an abscess is in communication 
with a bronchus there will usually be bronchial 
breathing and rales ; a characteristic feature of such 
cases is that the physical signs change according to 
the fiuid content of the cavity, and that added sounds 
may be brought out after coughing. When the 
lesion is superficial there may be pleural reaction of 
such degree as to cause an effusion, or even an 
empyema, in which case the physical signs will be 
those commonly associated with these conditions. 
Clubbing of the fingers is commonly present in chronic 
cases, but in some acute cases it may develop within 
a few weeks. 


Sequelz 


The complications of lung abscess may be con- 
sidered under two headings, local and general. 
Pulmonary complications are congestion, broncho- 
pneumonia, and, in the more chronic cases, fibrosis 
with bronchiectasis. The development of carcinoma 
in the case of chronic abscess is not well authenticated. 
In the pleura there may be clear or purulent effusion 
or there may be rupture of an abscess with resultant 
»yopneumothorax. 

Somplications elsewhere in the body are chiefly 
these which result from metastatic infection. In 
the heart, acute pericarditis and septic endocarditis 
havy been reported. In the nervous system cerebral 
abscess is a fairly common complication, the occur- 
rence of which is always to be feared. In other cases 
there may be a clinical picture of a generalised 
pyemia, but this is rare. In chronic cases amyloid 
disease is occasionally encountered. 
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Diagnosis 


Examination of cases of suspected lung abscess 
should proceed upon a definite routine plan. In all 
cases in which there is any reason to suspect the 
presence of the condition, the sputum should first 
be examined, partly in order to exclude tuberculosis, 
although the two conditions rarely coincide, and 
partly to establish the nature of the infection. The 
presence of fusiform bacilli and spirilla in the sputum 
of patients who are acutely ill is almost diagnostic 
of lung abscess, but in many cases pneumococci, 
staphylococci, Micrococcus catarrhalis, Pfeiffer’s bacillus 
or anaerobes may be present. Apart from the fuso- 
spirochetal group there does not appear to be any 
specific organism of lung abscess, as has sometimes 
been maintained. Examination of a fresh film of the 
sputum is of importance in certain cases, for by 
this means ameebe and hydatid hooklets may be 
demonstrated on occasion. 

The radiological appearances of the condition are 
fairly characteristic. In most moderate-sized lesions, 
the shadow is circular and well defined and, in the 
great majority a fluid level may be seen, thus showing 
that the lesion contains fluid and is in partial com- 
munication with the bronchial tree. The larger 
lesions may cause difficulty in that they may extend 
nearly as far as the chest wall, and thus the fluid 
level may be mistaken for that of a pyopneumothorax. 
In most cases, however, it will be seen that the fluid 
level does not extend quite so far as the chest wall, 
there being a thin rim of lung tissue between the 
abscess and the pleura. When there is a complicating 
pleural effusion an exact diagnosis may be difficult 
or impossible, but in all cases it must be remembered 
that a lateral view should be taken, and this may 
be of great assistance in the differentiation of the 
various conditions. Confusion sometimes arises 
between lung abscess and a breaking-down carcinoma. 
The latter lesion is rarely so well defined and circular 
as a simple abscess, but sometimes the radiogram 
ig not sufficient to enable a conclusive opinion to be 
formed. It must also be remembered that the 
appearance of a simple abscess may result from 
infection of the lung tissue distal to a carcinoma in 
the bronchus. In cases where the abscess has not 
yet established communication with the bronchial 
tree there may be no fluid level and consequently 
the appearance may simulate that of a hydatid or 
dermoid cyst. In either of these latter conditions 
suppuration may occur and the clinical resemblance 
to a simple lung abscess may be perfect. Search of 
the sputum for hooklets or for evidence of the con- 
tents of a dermoid cyst may yield conclusive proof 
of the nature of these cases. 

Lipiodol examination is sometimes of value in 
distinguishing between a true lung abscess and a 
large bronchiectatic cavity. In the former case there 
is usually a certain amount of inflammatory swelling 
which occludes the bronchus which is associated 
with the abscess cavity, and thus the lipiodol is seen 
to flow all round the opaque area but not to enter 
it; in the case of a large bronchiectatic cavity there 
is nearly always free communication with the adjacent 
bronchus and lipiodol enters the cavity without any 
difficulty. 

As a rule an initial bronchoscopy is desirable, 
especially in middle-aged adults and very young 
children. By this means the presence of a carcinoma 
or of a foreign body may be detected and the prog- 
nosis and treatment can be suitably defined. 

The practice of needling the chest in order to 
establish a diagnosis of lung abscess is one which 
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is open to serious objection in that there is a risk 
of injury to the lung with consequent infection of 
the pleura. This method of investigation should 
only be employed under exceptional circumstances. 
When there is serious doubt as to the nature of the 
lesion, and where the condition of the patient appears 
to demand it, exploratory operation is more likely 
to be satisfactory. 
Treatment 


Each case must be treated on its merits, but it is 
possible to lay down certain general rules which 
should be adhered to unless circumstances are 
exceptional. The indications for treatment may be 
best appreciated when the case is summed up with 
reference to the cause of the abscess, the duration 
of the condition before the patient first comes under 
observation, the nature and virulence of the infecting 
organism, the general condition of the patient, the 
site of the lesion and the presence of complications. 

The site and extent of the lesion are of great import- 
ance, and the following classification is of some value 
in enabling the correct treatment to be decided :— 

Hilar 
{ Unilocular Central 
‘ Multilocular pomen 


Lobar (b) Closed 


{ Bronchus 


(a) Open to \ Pleura 


1. Single 


2. Multiple 


In most cases, procrastination is the wisest policy, 
and it is a good rule to persevere with medical treat- 
ment for a period of at least eight weeks before 
surgical procedures are even considered. It is only 
exceptionally that in some very acute cases which 
are advancing rapidly, earlier operation is justifiable. 

The objects of rest in bed are twofold. In the 
first place the abscess may rupture into a bronchus 
and its contents may discharge spontaneously with 
consequent healing. In other cases, which have been 
under careful observation, the abscess has been 
found to disappear within a few weeks without any 
pus being coughed up. It seems clear that, in some 
cases at least, there may be spontaneous absorption 
of the inflammatory products with complete healing, 
in the absence of any therapeutic intervention, and 
the existence of these cases is a powerful argument 
for the adoption of the preliminary observation. 
Before the days of radiography the nature of these 
cases was probably entirely overlooked, and _ it 
would appear that this event occurs much more 
commonly than is generally supposed. Secondly, 
the period of rest may be usefully employed in assist- 
ing the drainage of the abscess cavity and in enabling 
the patient to combat his infection. Postural drainage 
is of very great value, first, in assisting the abscess 
to rupture into a bronchus, and, secondly, in main- 
taining drainage when this has occurred. The exact 
posture to be adopted depends upon the situation 
of the abscess cavity and, when the lesion is situated 
towards the base of the lung, a special posture bed 
may be usefully employed. This method cf treat- 
ment is of most value when the abscess is situated 
towards the centre of the lung and is already open 
to a bronchus ; it is much less likely to be beneficial 
when the abscess is peripheral in type. 

Medicinal measures may be of some value. When 
the sputum is found to contain spirilla in any quan- 
tities, intravenous injections of organic arsenical 
compounds may do much to promote healing, and 
this is the only specific treatment which we possess. 
Intravenous injections of a 30 per cent. solution of 
alcohol in normal saline solution have been strongly 
advocated, but they do not appear to be of great 
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value. Injections of emetine are sometimes given 
empirically but without much benefit as a rule. 
Intra-bronchial medication has been employed with 
success on occasion, organic silver or arsenical 
compounds being injected through a catheter or 
bronchoscope. 

Routine bronchoscopic suction or lavage is advo- 
cated by some authorities in the treatment of lung 
abscess, even in the early stages. The evidence of its 
therapeutic value is not convincing in the acute 
cases at least, as so many of these cases do well 
when left to themselves. In the more chronic cases, 
some benefit may be obtained by this method of 
treatment, but the main use of bronchoscopy is in 
the removal of foreign bodies or in the recognition 
of underlying malignant disease. The cases most 
suitable for this line of treatment are the same as 
those which benefit from postural treatment—i.e., 
open abscesses which are deeply seated. It is unlikely 
to be helpful in cases of peripheral abscess. Broncho- 
scopy is also of some value in establishing drainage 
in cases where the abscess has not yet ruptured into 
a bronchus, and it is therefore sometimes a useful 
preliminary to postural treatment. 

The use of artificial pneumothorax in the treatment 
of lung abscess has been hotly disputed by various 
authorities. Artificial pneumothorax should never 
be induced in cases in which the abscess is situated 
near the pleura, on account of the great risk of a 
pyopneumothorax. Similarly, it is contra-indicated 
in cases where the abscess is not draining freely into 
a bronchus, nor is it likely to be of much value in 
the majority of cases after free drainage has been 
established. The use of artificial pneumothorax is 
really limited to those cases in which there is a deep- 
seated abscess which is draining freely into a bronchus 
but which is proving slow in healing. 

Finally, if the abscess refuses to heal after adequate 
treatment on the lines already indicated, the question 
of surgery must be considered. The indications for 
operation are chiefly abscesses which are situated 
towards the periphery, which are chronic, and in 
which satisfactory bronchial drainage cannot be 
established. The most satisfactory operation is a 
simple two-stage drainage of the cavity. More com- 
plicated procedures such as pneumectomy and 
lobectomy are only indicated in very chronic and 
resistant cases, and these should not be lightly under- 
taken. Phrenic avulsion is rarely indicated, and 
thoracoplasty has largely gone out of favour in the 
treatment of all except the most extensive lesions. 
Surgery is not contra-indicated in cases where the 
abscess is multilocular. The drainage operation, if 
the septa between the adjacent loculi are broken down, 
is frequently followed by rapid healing. 

In the group of cases in which the abscess is situated 
underneath the pleura with consequent empyema, 
the treatment is primarily that of the pleural infec- 
tion, and a rib resection should be performed. The 
after-treatment of these cases is most important, 
for a broncho-pleural fistula is very apt to be left, 
and in these cases thoracoplasty may be necessary 
at a later stage. 

The whole essence of the treatment of lung abscess 
is first, prevention, in that all possible measures 
must be taken to avoid the occurrence of this com- 
plication following operations of all kinds, and 
secondly, careful management during the acute stages. 
If the combination of rest with adequate postural 
treatment is adopted as a routine at the earliest 
possible moment, the number of cases which will 
progress to the stage which requires surgery will be 
greatly diminished. 
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In the treatment of multiple lung abscesses surgery 
has very little place, and the prognosis is so bad that 
very little can be done. Treatment is that of the 
cause, combined with general methods to promote 
the resistance of the patient to the infection, and 
recovery is known to occur in a small proportion. 
A great deal depends upon the virulence of the 
infecting organism and upon the general condition 
of the patient. 





THE TREATMENT OF 
SEVERE DIABETES IN CHILDREN 
WITH PROTAMINE INSULINATE 


By T. Izop Bennett, M.D., F.R.C.P. Lond. 
PHYSICIAN WITH CHARGE OF OUT-PATIENTS, MIDDLESEX 
HOSPITAL; AND 
A. Morton Gini, M.D., M.R.C.P. Lond. 
MEDICAL REGISTRAR, MIDDLESEX HOSPITAL 


ORDINARY insulin, being an aqueous solution 
and being perforce administered by the hypodermic 
route, is rapidly absorbed and produces its thera- 
peutic effects quickly. These facts are of yalue in that 
they enable the clinician to secure great exactitude 
as regards dosage, but they carry with them certain 
disadvantages; the effect of each dose of insulin 
is limited to the few hours immediately following 
administration, and in all severe cases of diabetes 
it is necessary to give at least two doses daily, while 
the main meals must be taken at times closely 
corresponding to the insulin in order that this sub- 
stance may exercise its effect at times when the 
absorption of food is at its maximum. 

In certain cases of diabetes, particularly in children 
and young adults, it is a matter of extreme difficulty 
to adjust the dose of insulin and the moment of its 
administration in such a manner that the absorption 
of insulin and the absorption of food are so harmonised 
as to avoid excessive effects on the blood-sugar 
either in the nature of hypoglycemia or of hyper- 
glycemia. Everyone who has had the experience 
of treating large numbers of cases of diabetes is 
familiar with those difficult examples in whom 
sweating, nervousness, faintness, and other symptoms 
of “ insulin-shock ” tend to occur three or four hours 
after an injection, followed by a period of glycosuria 
a few hours later. Still more common are those cases 
in which it is relatively easy to keep the patient 
sugar-free throughout the day and early part of the 
night, but in which glycosuria constantly occurs in 
the early morning specimens of urine. It has long 
been apparent that it is the rapid and somewhat 
transitory effects of insulin which are responsible 
for the phenomena in question. 

Many attempts have been made to devise means 
by which the action of insulin could in such cases be 
made slower and more prolonged. In 1923 Burgess, 
Campbell, Osman, Payne, and Poulton ! endeavoured 
to use insulin with gum arabic for this purpose, and 
many interesting experiments in the same direction 
have been made by Leyton,? utilising suspensions in 
oil. Several German observers have attempted to 
employ combinations of insulin with lecithin, whilst 
more recently vasoconstrictor substances such as 
adrenaline and pituitrin have been tested, particularly 
by Andersen * and Clausen. 

In Denmark, Hagedorn and his co-workers 5 
have recently evolved certain compounds of insulin 
with such protamines as scombrine, salmine, and 
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salmiridin. The last of these compounds is the one 

which has been empioyed in the inquiry here reported, 

and our experiences with it confirm the reports 

from Denmark ° of its great value in the class of case 

indicated in the second paragraph of this paper. 
CASES INVESTIGATED AND TECHNIQUE 

Four children, all of whom have been under 
observation in the diabetic clinic at the Middlesex 
Hospital for a number of years, were selected for the 
purpose of testing this preparation. All of them were 
cases of severe diabetes and, although their progress 
as regards general health, growth, and maintenance 
of weight had been satisfactory, they had constantly 
presented difficulty in that they were liable to severe 
hypoglycemic reactions particularly at mid-morning, 
and glycosuria tended to appear in the early morning 
specimens of urine. In two of them it was essential 
to give three injections of insulin daily; the others 
were only moderately controlled on two doses. 

In order to obtain the delayed effect of protamine 
insulate, it is necessary to add to it a buffer solution 
containing sodium phosphate. This precipitates 
the insulin, and as the compound is then only stable 
for a limited time it must not be kept longer than 
fourteen days before being employed. This entails 
certain difficulties in the estimation of dosage which 
will be commented on later. 

The following notes epitomise the condition of 
the patients prior to, and aiter, the substitution of 
protamine insulinate for ordinary insulin. 


CASE REPORTS 

Case 1.—A. B., male aged 12; weight 6 st. 94 lb. 
Severe diabetes. Rapid onset of symptoms four years 
ago. High renal threshold—glycosuria with blood-sugar 
of 275 mg. per 100 c.cm, Tendency to hypoglycemic 
reactions, with constant early morning glycosuria. 
Despite a full diet he was dissatisfied and always felt 
hungry. His insulin had steadity been increased and he was 
on 26 and 22 units with carbohydrate 145, protein 87, and 
fat 130. With protamine insulinate he has rapidly become 
sugar-free throughout the 24 hours, has no hypoglycemic 
reactions, and feels better than he has done for four years. 
His diet remains the same, and he is on approximately 
25°6 and 17°6 international units of protamine insulinate. 

CasE 2.—C. D., male aged 10; weight 5 st. 2 Ib., 
height 4 ft. 43 in. Severe diabetes, under treatment six 
years. First attended with threatened coma, the first 
symptoms of diabetes having appeared only one month 
previously. Insulin has had to be progressively increased 
and the child was on 18 and 16 units with C. 124, P. 80, 
F. 116, but there was a constant early morning glycosuria. 
On protamine insulinate he rapidly became sugar-free 
throughout the 24 hours on C. 134, P. 80, F. 116, on doses 
equivalent to 17°6 and 8 international units. There is a 
tendency to mild hypoglycemia at 5 a.m., and his evening 
dose of insulin is slowly being lowered even further, while 
the carbohydrate has been increased. Parents report 
the child’s nervous mentality notably improved. 

CasE 3.—E. F., male aged 12; weight 5 st. 12 Ib. 
Severe diabetes, under treatment five and a half years. 
Erratic progress with several attacks of threatened coma. 
Tendency to severe hypoglycemic reactions in the middle of 
the morning and the middle of the afternoon, with more 
than one attack of hypoglycemic coma. There was 
frequent glycosuria in the early morning and just before 
the evening meal. He was on a diet containing C. 120, 
P. 90, F. 120, and insulin 22, 14, and 22 units. He is 
now sugar-free throughout the 24 hours, and has occasional 
mild hypoglycemic attacks between 4.30 and 7.30 a.m. 
He is on C. 137, P. 95, F. 98, and protamine insulinate 
equivalent to 27°2 and 19°2 international units. 

Case 4.—G. H., female aged 13; weight 6 st. 7} Ib. 
Severe diabetes, under treatment three years. Steady 
progress but frequent severe reactions during day 
(especially mid-morning) and constant tendency to 
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glycosuria in early morning urine and again before supper. 
She was on insulin 34 and 36 units, with diet of C. 127, 
P. 75, F. 140. At the present time on protamine insulinate 
she is sugar-free throughout the 24 hours, and has had 
one mild hypoglycemic reaction at about 7 a.m. Her diet 
consists of C. 126, P. 75, F..85, with a dosage of protamine 
insulinate equivalent to 27-2 and 32°4 international units. 
The evening insulin is still being reduced. 


COMMENTARY 

The most striking observation in connexion with 
these four cases is that the children themselves 
are emphatic that their health is improved by the 
employment of the new insulin and this is corro- 
borated by the parents; the outstanding signs of 
this are diminution of the irritability and nervousness 
which often characterise a patient suffering from 
frequent hypoglycemia. The objective signs of 
improvement are to be found in the fact that the 
patients are now sugar-free throughout the day and 
night and that this is achieved by a lower administra- 
tion of insulin during the 24 hours. The children 
also comment on the fact that the injections are 
practically painless; this is perhaps due to the 
fact that protamine insulinate is administered in 
a suspension with a pH approximately the same 
as that of the tissue fluids; to the children the 
absence of pain is naturally a very important fact. 

Since the absorption of protamine insulinate is 
relatively slow, the carbohydrate distribution of the 
diet was altered so that the carbohydrate content 
of each of the four principal meals was made approxi- 
mately the same, thus assisting the production of a 
steady level of blood-sugar throughout the 24 hours. 
It was soon found that any hypoglycemic reactions 
which wére encountered tended to occur during the 
night, between the hours of 2 and 7 a.m. These 
were abolished by reducing the evening dose of insulin 
and increasing the carbohydrate content of the last 
meal, The fat content of the diet was at first slightly 
reduced but was raised to its former level after a very 
few days. 

Comment is necessary on the measurement of 
dosage of protamine insulinate.’ It is packed in 
bottles similar to those of ordinary double-strength 
insulin—that is to say, containing 200 international 
units in 5 c.cm. of fluid ; before use 1 c.cm. of buffer 
solution must be introduced into the bottle so that the 
resultant suspension will contain approximately 
33-3 international units per c.cm. instead of 40. 
The usual insulin syringe being graduated in twentieths 
of a cubic centimetre, measurement of dosage in terms 
of ordinary international units becomes a matter of 
great difficulty to the patient and a possible source of 
dangerous mistakes. It should be noted that the 
protamine insulinate in its original aqueous solution, 
before the addition of the buffer solution, has the 
same pharmacological properties as ordinary double- 
strength insulin and for this reason it has been con- 
sidered inexpedient to change its strength so as to 
correct for the addition of the buffer solution. It 
must be further noted that after the addition of the 
buffer solution it becomes impossible to make exact 
comparison between the pharmacological properties 
of this and of ordinary insulin because the new 
insulin will not affect the blood-sugar of an experi- 
mental animal to the same degree in the same time 
that ordinary insulin does. The international unit of 
insulin is a measure of the activity of a substance 
which is somewhat different in its pharmacological 
effects from protamine insulinate. The problem is 
rather like attempting to compare the activity of 
pituitrin with that of adrenaline, or, if we may use a 
more dramatic simile, to compare the activity of a 
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lion with that of a crocodile. It remains to be seen 
whether various preparations of protamine insulinate, 
which will doubtless appear on the market, will 
vary from one another in their effects ; the problem 
appears to be worthy of close attention by the 
authorities in control of pharmaceutical preparations. 


SUMMARY 


1. The effect of protamine insulinate has been 
tested on four children suffering from severe diabetes. 

2. Two of these had been on three doses of insulin 
daily and all had tended to get hypoglyewmie 
atacks in the morning and persistent early-morning 
glycosuria. 

3. With protamine insulinate it demon- 
strable that (a) the total daily dose could be reduced ; 
(b) the patients were kept quite sugar-free ; (¢) the 


became 


administration need not exceed two doses daily ; 
and (d) all severe reactions were abolished. 

4. All the patients asserted that their general 
well-being was greatly increased and that the new 
preparation was painless. 

5. At the beginning of the new treatment there 
was a tendency to mild reactions during the later 
hours of the night; this was abolished by a slight 


change in the distribution of carbohydrate. 

6. The present method of supplying protamine 
insulinate and the differences in its pharmacological 
properties present some difficulties in measuring the 
dosage. 

Our thanks are due to Dr. H. C. Hagedorn for much 
information, to the manufacturers of Insulin Retard (Leo) 
for supplies of protamine insulinate, and to Miss V. Corelli 
for her skilful supervision of the cases. 
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THE TREATMENT OF LYMPHADENOMA 


WITH A SENSITISED VACCINE OF THE 
ELEMENTARY BODIES 
By E. C. WARNER, M.D., B.Sc., F.R.C.P. Lond. 
SENIOR ASSISTANT PHYSICIAN TO CHARING CROSS HOSPITAL, 
LONDON ; PHYSICIAN TO CHII DREN’S DEPARTMENT, 


MILLER GENERAL HOSPITAL, GREENWICH 


In a previous paper! Gordon has summarised and 
brought up to date the experimental evidence which 
strongly that the “elementary 
(E. B.’s) which he has isolated and stained are the 
causal agents of lymphadenoma. To establish this 
beyond all doubt is at present impossible, for we are 
as yet unable to culture these E.B.’s or to transmit 
the disease to animals; but in the present state of 
our knowledge this can equally well be said to apply 
to most infections with E.B.’s or indeed to many 
virus diseases. Since the human species is the only 
one known to be infected with lymphadenoma, it is 
of interest to see how far, in the present stateseof our 
knowledge, we can treat cases of lymphadenoma 
with a serum or vaccine prepared from these E.B.’s, 
for if we can ameliorate or cure the condition by 
utilising these methods, this furnishes a very strong 
argument in favour of the E.B.’s being the causal 
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agent. For the past aes 3 years owe heg been pro- 
ceeding in collaboration with Dr. Mervyn Gordon to 
test the value of his sensitised vaccine! as a curative 
agent and a preliminary report of our experiences 
may be of value to others. 

Gordon has set out the principles underlying the 
use of a sensitised vaccine, for this supplies antibodies 
(agglutinins, opsonins, &c.) as well as antigen to 
stimulate the patient’s own resistance. Even so, 
it is probably impossible to sensitise all the E.B.’s 
present in a particular vaccine, and so if excessive 
doses are used, severe and harmful reactions are met. 
These have already been noted by Gow.? For a long 
time it has been recognised that general reactions 
commonly ensue if, when a gland is removed 
for biopsy, its capsule is damaged, and some of its 
contents is allowed to disseminate in the wound. 


DIAGNOSTIC CRITERIA 


The clinical material used has been subject to a 
careful scrutiny to ensure a correct diagnosis. The 
criteria to be fulfilled to ensure this have been : 

1. From a clinical standpoint the cases have been 
fairly typical, with lymphatic glandular enlargement, 
often pyrexia, and a blood count which was com- 
patible with the diagnosis. 

A clinical feature which is not often stresséd has been 
met in 3 of the first 15 cases—namely, areas of rarefaction 
in the bones of the vertebral column, adjacent ribs or the 
innominate bones. This has been mentioned by van 
Rooyen * and Gow? and would probably be discovered 
in many more cases if all those with fixed persistent pains 
in the region of bones were systematically X rayed. 


2. A histological picture showing the changes 
characteristic of lymphadenoma. Here valuable 
assistance has been rendered by Dr. A. H. T. Robb- 
Smith and Dr. H. A. Magnus. 


3. A positive result to Gordon’s intracerebral 
inoculation method. This test, when applied to 
lymphatic glands is now becoming widely recognised 
as valuable proof of lymphadenoma, as a characteristic 
syndrome is produced in the rabbits. 

In a brilliant series of researches van Rooyen has defined 
certain physical properties of this encephalitogenic agent,‘ 
so that for example he finds it is filterable, that pH is 
important, that emulsions of lymphadenoma glands 
containing it are still active after being frozen at —190° C. 
for ten minutes, or after desiccation for twelve hours, or 
exposure to 10 unit skin doses of X rays. The extent to 
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dou, it is seal to get a raised temperature on the 
succeeding 1, 2, or 3 days (Fig. 1). It is probable 
that part of the fever which develops in the first 
24-36 hours is due to a mild reaction to the foreign 
protein, for a similar temperature can often be 
obtained when a similar strength of normal rabbit’s 
serum is given. The raised temperature on the 
second and succeeding days is believed to be due to 
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FIG. 1.—Temperature chart in Case 4. 


a specific reaction to the E.B.’s, and is often followed 
by 2-3 days when the temperature is lower than 
before the injection. These temperature reactions 
are best seen with the initial doses and become less 
marked subsequently (see Fig. 2). (b) Local reactions 
have been obtained in the glands. Often about the 
12th-15th hour there is noticeable some increased 
swelling of the glands, which may be obvious to 
the patient in the form of a “sense of tightness ”’ 
in them, or an increase of pain produced by pressure 
of the glands. This dies away within 2-3 days of 
the injection, when the pain becomes less than before 
the injection. 


Case 1.—Male, aged 31. This patient had enlarged 
mediastinal glands nearly three years ago, with subsequent 
glands above the right clavicle, with splenic enlargement 
and fever. Section of the glands showed typical Hodgkin’s 
disease, and they responded rapidly to deep X ray therapy. 
For two and a half years there had been severe pains in the 
iliac regions, radiating to the back of the legs, and asso- 
ciated with fever. There were no neurological signs but in 
April, 1936, the innominate bones showed rarefied areas, 
with sclerosis around. After six small doses of vaccine 
the pains have disappeared, leaving a slight sense of 
‘* fidgetiness ’’ which subsequently disappeared also. 


Case 2.—Female, aged 24. One of advanced lymph- 
adenoma, with Pel-Ebstein temperatures and typical 
histological appearances with a positive intracerebral 
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FIG. 2.—Temperature chart of Case 6. 
First asterisk indicates appendicectomy ; second asterisk, removal of gla: 


which known viruses can resist this drastic treatment is 
imperfectly known but it seems possible the encephalito- 
genic agent is a neurotoxin derived from an organised 
virus such as the E.B.’s which Gordon has identified. 
EFFECTS OF THE VACCINE 

When large doses of Gordon’s sensitised vaccine 
are administered subcutaneously, violent general 
reactions, even with rigors, may ensue. We have 
had no experience with these. and our experience is 
with minor reactions following ‘“ therapeutic ”’ doses : 
(a) General reactions. Especially with the earlier 


The doses of the vaccine are shown, the strength being 1/20 rd Leg the first thirteen doses. 


reaction. After five injections with small doses, the doctor 
in charge remarked ‘‘ Whatever else may have happened, 
the intractable pain in the cervical glands has entirely 
disappeared.” 


Case 3.—Female, aged 46. A patient with mediastina! 
lymphadenoma, with secondary involvement of the glands 
above the left clavicle, pressing on the cervical nerves. 
(Her sister had lymphadenoma also.) Twenty-four hours 
after the first injection severe pain occurred in the left 
cervical and occipital regions, with an increased feeling 
of suffocation in the chest, keeping her awake at night. 
A similar reaction occurred after the second injection, 
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but none after the third. The fourth dose produced 
local pruritus (there had never previously been pruritus) 
starting 12 hours later, which lasted 3-4 hours. The 
sixth dose produced a slight pricking sensation in the 
glands of the neck, and subsequent doses were without 
local effects. 


This last case also exemplifies the occurrence of 
pruritus locally over the swollen glands, a phenomenon 
which occurs between 12 and 24 hours after injec- 
tions. It is still better illustrated in Case 4, another 
patient who had never had pruritus otherwise. When 
general pruritus was a symptom of the disease, it 
was almost always aggravated within 12 hours of 
the earlier injections, but subsequently the severity 
of pruritus was relieved, so that after a series of 
treatments the pruritus sometimes disappeared 
altogether. One patient exhibited an unusual reaction 
of the skin. 


Seven days after his second dose of stock sensitised 
vaccine (0-15 c.cm, of 1/20,000) he developed pyrexia 
to 100°4°F. and a generalised herpetiform rash. Dr. 
J. E. M. Wigley saw this and reported “‘ this is a deep- 
seated infection of the skin, with ulceration. Some of 
the lesions suggest vaccinia.’’ After five days the tempera- 
ture subsided and the rash disappeared. Dr. Gordon 
examined a minute quantity of fluid from a fresh vesicle 
and found it was not true vaccinia as when inoculated 
on the shaved skin of a rabbit by scarification no effect 
was produced, whereas a control scarification on the 
skin of the same rabbit at the same time with calf lymph 
produced typical vaccinia. 


With reference to the doses of the sensitised vaccine, 
we must be guided by the patient’s reactions to it. 
It is my definite impression that much smaller doses 
are sufficient in recent cases, as in Case 5 below, 
in which symptoms and signs had only been present 
for two months, and where a satisfactory response 
ws obtained although the dose never exceeded 
2-0 c.cm. 1/20,000 sensitised vaccine. In advanced and 
long-standing cases much greater doses must be given. 


In acute or recent cases the most satisfactory 
initial dose seems to be 0-05-0-10 e¢.cem. 1/20,000 
vaccine, and depending upon the amount of reaction 
obtained, this is either repeated or increased to 
0-10-0-20 c.cm. at the end of 5, 6, or 7 days. In 
any patient with pyrexia, or recent pyrexia, probably 
owing to the impossibility of obtaining complete 
sensitisation of the E.B.’s in the vaccine, there is a 
maximum dosage which should rarely be exceeded. 
This varies in individual cases, but it is probably 
unwise to exceed a dose of 1:0 c.cm. 1/20,000 vaccine 
in children or 2°0 c.cm. in adults. The optimum 
dose may be repeated weekly for long periods. In 
chronic cases an initial dose of 0°25 c.em. 1/20,000 
vaccine is usually safe, and this may be increased 
usually by 0-25 c.cm. at the same intervals of time. 
The main guides as to dose are threefold. In order 
of importance they are : 


(1) The temperature which in the early weeks must be 
taken four-hourly. A rise of 1-0—-1-5° F. above the usual 
level on the second and third days is not uncommon, but 
must not be exceeded. Subsequently the temperature may 
fall to a level lower than that preceding the injection ; 
if this occurs, this period of lower temperature usually 
gives place to the previous temperature after a further 
2-3 days, and then a second dose is immediately desirable. 


(2) The local reactions in the glands must be watched. 
The immediate local reaction, when met, should have 
subsided before the succeeding dose is administered. 


(3) Weekly weighings of the patient are very important. 
It is of value to know the trend of the weight in the weeks 
preceding the treatment ; favourable cases are those that 
tend to gain weight. Progressive loss of weight may be 
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due to the severity of the disease or to overdosage with 
the vaccine. 


It is our custom ‘to keep all pyrexial patients in bed 
throughout, and all apyrexial patients in bed for 
two days after each injection. 


COMPLICATIONS 


One of the most difficult complications is the 
arrival of intercurrent infection. This may arise in 
the form of an epidemic hospital sore-throat, or even 
simple coryza, or perhaps secondary infection of the 
skin with streptococci or staphylococci following the 
scratching of pruritus. These patients always exhibit 
severe toxemia and may eventually give a positive 
blood culture (Gordon) in the face of such infections, 
and with the rapid failure of their general condition 
the specific treatment of lymphadenoma makes little 
further progress until the secondary infection has been 
overcome. Although close supervision of these cases 
is essential, treatment in the general ward of a 
hospital may be undesirable on this account. 


TYPICAL CASES 

It has been our custom to avoid the use of other 
measures of specific treatment apart from the use of 
the sensitised vaccine in order not to mask the 
effects of this. For this reason deep X ray therapy, 
arsenic, &c., have all been avoided almost entirely. 
Apart from the encouragement of plenty of good 
food, with extra milk and cream, the use of iron and 
ammonium citrate to combat anemia, and sympto- 
matic treatment (e.g., for pruritus), no other treatment 
has been given. Antipyretics are better avoided as 
they tend to vitiate the interpretation of the tempera- 
ture chart. The three cases cited in detail below are 
the first three which came under treatment, and 
have therefore been followed for the longest periods. 


Case 4.—Male, aged 14, was first seen in December, 
1933. He had had a glandular swelling “like an egg ’”’ 
in the right upper neck for five years. Towards the end of 
1933 this increased in size and a similar gland appeared 
on the left side. The glands occasionally gave rise to a 
throbbing pain and were tender on palpation. He had 
recently been in poor health, with feelings of faintness, 
shortness of breath on exertion, and loss of weight. 

On examination in December, 1933, he had two very 
large glands in, the upper cervical region on both sides, 
bulging into the lateral pharyngeal wall and producing 
thickness of speech. There was a string of smaller glands 
below these, especially on the right. No other glands were 
felt, but the spleen was just palpable. His general condition 
was fair. Investigations showed the Wassermann reaction 
in blood negative, and the Mantoux test (1/10,000 and 
1/1000) negative. A blood count showed hemoglobin 
90 per cent., red cells 4,900,000, and white cells 11,500 
(polymorphs 78 per cent., lymphocytes 12-3 per cent., 
large hyalines 8-67 per cent., eosinophils 1-0 per cent.). 
The histology of a gland was reported on by Dr. H. W. C. 
Vines as follows: ‘‘ the histology is not entirely typical 
of lymphadenoma, but it is quite possible that this disease 
may be present; ’’ and by Dr. H. A. Magnus “the changes 
in the gland are suggestive of lymphadenoma, but not 
typical of it.’’ Gordon's biological test was positive in the 
rabbit and the guinea-pig. 

The patient was kept in hospital but given no treatment 
between Dec. 9th, 1933, and Feb. 22nd, 1934, while his 
autogenous vaccine was being prepared: during this 
time he regularly had an evening temperature between 
99° and 101°8°F., he lost weight from 4st. 12} Ib. to 
4 st. 11} lb., and the hemoglobin dropped from 90 to 76 
per cent. On Feb. 22nd he was given 1°0 c.cm. 1/50,000 
autogenous sensitised vaccine: this dose was repeated 
in three days and after another three days 2°5 c.cm. was 
given, There was a little increase in temperature following 
these, and although he had never had pruritus previously 
he complained of irritation in the skin over the glands on 
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either side of his neck from the time of his first injection. 
This was especially marked after each fresh injection, and 
with each of these the glands were appreciably larger 
for 24 hours and then subsided again. In the first five weeks 
of treatment he gained 2} lb. in weight. The doses were 
slowly increased at weekly intervals up to a maximum 
of 1:0 c.cem. 1/1000 sensitised vaccine. Later a newly 
sensitised batch of the vaccine was given. By August, 
1934, he had gained 9} Ib. in weight (to 54 st.), the glands 
were much the same size as on starting treatment, and the 
spleen could not be felt. The temperature was normal 
and hemoglobin 80 per cent. He now seemed in perfect 
health apart from the enlarged glands, which almost 
disappeared with two doses of deep X ray therapy. 


A 
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He was given 0°25 c.cm. 1/20,000 on July 18th, 1935, 
with a slight pyrexial reaction ; this was repeated and then 
the doses were gradually increased, using an autogenous 
vaccine. After three months’ treatment his general 
condition was much improved with a gain of 2} lb., and 
he felt much better : there were no fresh glands, and those 
present were just over half the size of the original glands : 
the spleen was just palpable below the costal margin, the 
enlarged abdominal glands were much smaller, and the 
veins on the anterior abdominal wall less prominent. 
The left knee- and both ankle-jerks had returned and Dr. 
Gordon Holmes confirmed that there was no loss of 
sensation except over the herpetiform area. By the end of 
January, 1936, he was having 2°0 c.cm. of 1/1000 vaccine, 





FIG. 3 (Case 6).—Radiograms of mediastinum, and reports by Dr. W. H. Coldwell. 


“Enlarged glands in both roots, most marked on the left side.”’ 


on both sides, especially on the right, where some fresh ones have developed.”’ 


He has remained in almost perfect health since, without 

fever, and has gained weight to 7 st. 6 lb. He is said to 
have had slight enlargement of one gland at the left 
angle of the jaw in April, 1936, for which one dose of deep 
therapy was given (without our knowledge). Apart 
from a small number of shotty glands still remaining 
in the neck, there are no other glandular swellings, and the 
spleen is impalpable (April, 1936). 
Case 5.—Male, aged 27. The lymphadenomatous 
condition started in 1927 with glands at the right angle 
of the mandible. These had responded well to deep therapy; 
but in 1933 his general health markedly declined and glands 
were again found in the neck, and also in the axille and 
left groin and his spleen was enlarged. Further deep 
therapy caused these to shrink but ascites was found 
in July, 1934, and all these glands were again enlarged. 
X rays were again given until January, 1935, when he was 
told he could not stand more. A spinal deposit had 
developed in the lower dorsal region (D. 11-12) giving 
herpes zoster, associated with a dull ache in the lower 
back and weakness and wasting of the legs. 

When first seen by me in June, 1935, aged 26, his 
general condition was poor, and he had lost weight from 
13 st. to 8 st. 12 lb. in the previous five years. He was 
apyrexial but had a large number of typical glands in the 
neck, axille, groins (the largest being 2} in. across) with 
signs of mediastinal glands, a large number of deep 
abdominal glands causing a large venous anastomosis 
on the anterior abdominal wall, and a spleen which was 
felt two fingers-breadth below the costal margin. There 
were signs of a lower motor neurone lesion of the legs, with 
wasting, absent knee- and ankle-jerks, loss of sensation 
over the inner sides of both thighs, and some frequency of 
micturition. Section of a gland showed * typical lymph- 
adenoma.’’ The biological test was positive; a blood 
count showed Hb. 70 per cent., red cells 4,770,000, and 
white cells 8100 (polymorphs 74°7 per cent., lymphocytes 
13°0 per cent., large hyalines 10°7 per cent., eosinophils 
1°3 per cent., and basophils 0°3 per cent.). 


treatment : 


(A) August 14th, 1935, before 
(B) Oct. 17th, 1935: “* Definite increase in the size of the glands 
(Cc) May 14th, 1936, after 9 months’ treatment: 
**Glands have practically disappeared on both sides, only a very small one being visible on the left.’ 


and had gained a further 34 lb. He then developed a 
severe hemolytic streptococcal throat, and subsequently 
the skin peeled; with this he lost 19 lb. in weight in 
two weeks. Later he had a hzmolytic streptococcal 
infection of his fingers and toes, and has never been free 
of fever since. By July, 1936, he had developed a blood- 
stained pleural effusion, his sputum contained tubercle 
bacilli, and he had wasted a great deal. Smaller doses 
of the lymphadenoma vaccine had been continued. In 
spite of these developments there were no enlarged cervical 
glands, the axillary and inguinal glands were smaller than 
ever before, the largest gland in the groin measuring 
} in. across: there were still some deep abdominal glands 
but no dilated abdominal veins, and the spleen was not 
palpable. The last blood count showed 96 per cent. 
hemoglobin. The lymphadenomatous condition has 
come very well under control, but unfortunately the 
streptococcal infection followed by pulmonary tuber- 
culosis have caused great deterioration in the general 
health. 


Case 6.—Mrs. A., aged 43, was first seen in July, 1935, 
on account of pyrexia of unknown origin. She had recently 
had a cervical polyp and her appendix removed. The 
temperature at first reached 98°8-99°2° but later rose to 
101°6—102°6° at night. In August she developed a slight 
dry cough and some soreness in her chest. Many investiga- 
tions were performed but all were negative. . A blood 
count showed Hb. 64 per cent., red cells 4,140,000, and 
white cells 14,600 (polymorphs 83 per cent., lymphocytes 
10°5 per cent., large hyalines 4°5 per cent., and eosinophils 
2°0 per cent.). The cough continued and was later asso- 
ciated with tightness in the lower part of her chest, and 
X ray examination on August 14th revealed a number 
of glands at the roots of both lungs. No other glands or 
any splenic enlargement were detected. A diagnosis of 
probable mediastinal lymphadenoma was made. This was 
confirmed later when a small gland appeared in December, 
1935, above the right clavicle. Biopsy was performed 
and revealed on section “a reacting lymphangitis,”’ and 
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Gordon's biological test gave a weak (but definite) positive 
result. 

On August 20th, 1935, 0°25 c.em. 1/20,000 stock lymph- 
adenoma vaccine was given. There was no untoward 
result, the cough and the thoracic pain were lessened, 
and the temperature started to fall. Six days later the dose 
was repeated; this time the cough was appreciably 
aggravated for a few hours, but after a temporary rise the 
temperature fell to 98°2°. Six days later 0°5 c.cm. were 
given with a definite febrile reaction afterwards. The 
treatment was continued with only slight febrile reactions, 
and seven weeks after starting it the temperature had 
settled to normal and has never been raised since (Fig. 2). 
The chest symptoms subsided with the subsidence of 
pyrexia, and three months later the patient had gained 
74 lb. in weight. She had no symptoms and led a normal 
life. Radiography again on Oct. 17th, 1935, showed the 
mediastinal glands were larger than in August, but they 
were appreciably smaller in January, 1936, and at the 
last examination (May 14th, 1956) were little larger than 
in normal persons (Fig. 3). The patient’s general health is 
now excellent ; she has never had a dose of vaccine greater 
than 2°0 e.cm. 1/20,000, but is still having a small weekly 
dose as prophylaxis. 


SUMMARY 


Clinical evidence is presented in support of Mervyn 
Gordon’s contention that the ‘‘ elementary bodies ”’ 
which he has described in lymphadenoma are the 
pathological agent causing the disease. The thera- 
peutic administration of a sensitised vaccine prepared 
from these is capable of producing severe reactions 
when large doses are used and minor reactions when 
small doses are used ; these latter produce reactions 
which are in the nature of temporary aggravation of 
the usual symptoms and signs of lymphadenoma. 
The fact that reactions are produced by such small 
doses is important in itself. If the vaccine is given 
early in cases which are not too advanced the 
symptoms and signs are greatly benefited and the 
résumé of the first three cases treated (Cases 4-6) 
suggests that we may have a valuable curative agent. 
The general principles and mode of administration of 
Gordon’s sensitised vaccine are presented. 
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THROMBOPHLEBITIS IN OBSTETRICS 
AND GYNAZCOLOGY 


By StrepHan K. WestmMann, M.D. Berlin, 
L.R.C.S., L.R.C.P. Edin. 


LATE OBSTETRICIAN AND LECTURER, BERLIN MEDICAL POST- 
GRADUATE SCHOOL (KAISERIN FRIEDRICH-HAUS) 


Tue first difficulty which we encounter in any 
discussion of thrombophlebitis arises from the nomen- 
clature, for the very termination “itis” is instantly 
associated with the idea of inflammation. It is 
precisely about the cause of this disease that opinions 
differ so profoundly. There are, broadly speaking, 
two theories: (1) that puerperal and post-operative 
occlusion of veins is due to mechanical and chemical 
factors ; (2) that the condition is a manifestation of 
infection. Attempts have been made to reconcile 
these two opinions, and some pathologists think that 
the veins participate in all chronic inflammatory 
diseases. On the other hand, it is demonstrable 
that many indirect inflammatory conditions favour 
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the development of secondary inflammations of the 
organs by disturbances of the circulation, in the 
course of which the walls of the veins suffer damage. 


Aschoff believes that the invasion of the blood stream 
by bacteria is not the cause of thrombosis. He contends 
that either there must have been a thrombus before 
inflammation could take place, or the inflammation of 
the wall of the vein is the cause of the development of 
a thrombus. Therefore the conclusion is that the latter 
is the result of the combined actions of (1) slowing down 
of the circulation ; (2) disturbances in the exchange of 
plasma between the blood and the vessel wall; (3) vary- 
ing ability of the blood to coagulate ; and (4) the influence 
of bacteria either directly or by their toxins. 

The interesting studies of the German gynecologists 
Sellheim and Hegler throw new light on the fact that, 
especially in Germany after the war, cases of puerperal 
and post-operative thrombosis had considerably increased 
in number, the former much more than the latter. Both 
authors blame the deterioration of the constitution caused 
by war famine and point to the fact that obstetric complica 
tions, such as postpartum h#morrhages and inertia uteri, 
have also become much commoner. 


It may be of interest to note that nearly 50 per 
cent. of the cases of thrombophlebitis have a late 
menarché, which indicates hypofunction of the endo- 
crine system. We know that hypotonus of the venous 
system—one of the factors in the development of 
varicose veins—is closely connected with ovarian 
hypofunction, which is often associated with poor 
development of the heart and of the entire circulatory 
system. It is not, therefore, a mere hypothesis to 
assume that those women who incline to varicose 
veins, thrombosis, and embolism have to be con- 
sidered as possessing an inferior cardiovasculat 
system, most probably caused by endocrine 
insufficiency. 

The endothelium of the blood-vessels may suffer 
damage through deficient nutrition. Modern physio- 
logy tells us that the walls of the blood-vessels are 
not mere surfaces, but mediators of metabolic 
exchange between the blood and the blood-vessels 
themselves. Since the endothelium produces substances 
that stimulate coagulation, as Howell assumes, it is 
evident that damage to the endothelium may prepare 
for the development of thrombi. This injury may be 
caused either directly by pressure or inflammatory 
conditions, or indirectly by malnutrition or the 
absorption of toxins. 

Subcutaneous or intramuscular injections into the 
thigh are thought by many pathologists to increase 
the danger of thrombophlebitis and consequently of 
embolism, especially of the femoral vein. 

The incidence of thrombophlebitis during preg 
nancy is 0°l per cent., and 5 per cent. during the 
puerperium. In puerperal women primary thrombosis 
of the femoral vein occurs in 0-2 per cent., in puerperal 
fever in 0-5 per cent. Thrombosis in regions remote 
from the pelvis occurs in the subclavian vein, jugular 
vein, and in the cranial sinuses (1 per cent. of 
puerperal thrombosis). On the 8th—13th day of the 
puerperium, even without fever, a primary thrombosis 
of one of the sinuses may develop. Its cause is 
still undiscovered, since post mortem there is 
trace of thrombosis elsewhere. The condition is 
therefore of special interest and its diagnosis very 
difficult; its symptoms resemble those of late 
eclampsia. 

During pregnancy thrombosis of the superficial 
veins of the lower extremities is the commonest type. 
Sometimes there are already at this period processes 
in the pelvic veins that may lead to pulmonary 
embolism during labour or in the early days of the 
puerperium. During the puerperium, however, the 








pelvic veins are those more subject to thrombosis. 
It is clear that the venous plexuses of the female 
pelvis, greatly enlarged during pregnancy, are easily 
affected by infections after childbirth. This danger 
becomes greater if there are difficulties during the 
third stage of labour—e.g., in cases of adherent 
placenta. There is the same increased danger of 
thrombosis after gynecological operations that involve 
an over-developed venous plexus or its immediate 
neighbourhood. In nearly all these cases infections, 
sometimes mild, have been considered as causes. 

Here we have to consider phlegmasia alba dolens. 
The bacteria on the implantation site of the 
placenta pass against the blood stream along the 
endothelium of the vessels down the hypogastric 
and external iliac veins into the femoral vein. 
After the destruction of the intima and after the 

exposure and infiltration of the connective tissue 
with leucocytes, thrombosis establishes itself on the 
rough and uneven parts of the venous wall. As a 
result, the lumen of the vessels is completely 
obstructed. There is no suppuration but phleg- 
monous infection by streptococci, which appears as 
a rule in the second, though sometimes not until the 
fourth, week of the puerperium. 

It has to be noted further that there are certain 
changes in the composition of the blood’ itself that 
are characteristic of pregnancy—the increased content 
of fibrin ferments. This fact has been widely recog- 
nised by those who consider thrombi to be due not 
to infection alone but rather to mechanical and 
chemical factors. 

The thrombosis that follows a gynecological opera- 
tion, especially myomectomy, may be explained by 
the pressure exerted by the tumour on neighbouring 
organs before operation. Other causes have been 
indicated—the cooling of the intestines, tearing of 
vessels, thrombi developing within the cut vessels, 
the difficulty of draining the blood from the lower 
extremities, damages from anesthesia, and even 
Trendelenburg’s position. 

One of the most dreaded experiences falling to the 
lot of the obstetrician and surgeon is when suddenly, 
after a confinement or operation without any com- 
plications, the convalescent falls dead from a fatal 
embolism. Although the combined statistics of 
operative midwifery and gynecology show the 
number of fatal embolisms to be 0-2—0-4 per cent. of 
all operations, this amount seems to be very high 
in relation to the immense number of cases treated 
in this way, and, of course, every endeavour should 
be made to reduce this percentage as much as possible. 
One should try to avoid the development of thrombo- 
phlebitis, to diagnose the early symptoms of it, and 
to interpret the slightest signs of the separation of 
thrombi from the vessel’s wall with its consequence 
—namely, embolism. 

By the use of still better methods of asepsis many 
disappointments will be avoided. Investigations on a 
large scale of the periodic epidemic-like appearance 
of thrombosis and embolism have shown that in 
many of them a temporary neglect in regard to asepsis 
was responsible. 

Reference should be made to the relationships 
between atmospheric pressure and climatic condi- 
tions and the cyclical increase in the incidence of 
thrombosis and embolism, as well as between 
eclampsia and embolism, which are regarded by 
some as significant. 


DIAGNOSIS 


As far as superficial thrombosis is concerned 
diagnosis is simple. Difficulty begins when the 
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occlusion of the veins is deeply situated, but the 
diagnosis is also of importance from the prognostic 
as well as from the therapeutic point of view, 
especially in regard to the danger of embolism. This 
danger, fortunately, hardly ever materialises if there 
is a thrombophlebitis of only the superficial veins ; 
it generally appears in the first days of the puerperium. 
At the other extreme, a deep-seated thrombophlebitis, 
appearing after 4—5 days, is usually accompanied by 
an infectious process near the deep veins, and also 
very often near the pelvic veins, with a striking 
tendency to embolism. 

A physical sign of deep thrombosis of the femoral 
vein is tenderness below Poupart’s ligament and 
edema of the diseased extremity with a significant 
increase in its dimensions. The occluded vein can 
sometimes be felt. Another characteristic sign of 
deep femoral thrombosis and of the imminent danger 
of pulmonary embolism is the clear appearance of 
the superficial veins of the extremity and of the 
abdomen, so long as there are no varicose veins. 
Payer described as an important feature a regular 
tenderness and increased temperature over the sole 
of the foot, and Meyer considered tenderness of the 
periosteum of the tibia and fibula as typical. Other 
authors such as Wyder deny the diagnostic value of 
these latter signs. 

During the incubation period of an _ infectious 
thrombophlebitis, which is of about 7 days, 
general malaise, headaches, and lassitude may 
be considered as preliminary symptoms. In view 
of the fact that thrombosis of a large vein influences 
pulse-rate and temperature typical charts are of 
diagnostic value. The longer the curves of pulse- 
rate and temperature run parallel the better is the 
prognosis. If, on the other hand, there is no explana - 
tion in the way of local inflammatory conditions 
for an irregular increase of the pulse-rate while the 
temperature remains normal thrombophlebitis should 
be suspected. The climbing of the pulse-rate in 
spite of a normally or only slightly raised temperature 
is explained by the increased demand on the heart- 
muscle in order to overcome the obstacle of venous 
occlusion not yet compensated for by collateral 
circulation. At the time of the greatest resistance— 
ie., during the development of the thrombus— 
the pulse-rate is at its highest. With the formation of 
a collateral circulation it returns gradually to normal. 
The increase in the pulse-rate is least in thrombosis 
of the pelvic veins, higher in obstruction of the 
femoral vein, and highest in pulmonary infarcts. 
Other authorities consider the appearance of Mahler’s 
“climbing pulse ” as a symptom of poisoning through 
absorption of fibrin-ferments and of infection through 
invasion of bacteria into the blood stream. 


In addition to the increase in the pulse-rate, the 
temperature plays an important part as a danger- 
signal in cases of thrombophlebitis. In a certain 
proportion of cases, one has had the occasion to 
observe in frequently recorded temperatures a slight 
increase shortly before the embolism. It is therefore 
an ominous symptom if a sudden rise of both pulse- 
rate and temperature has been registered. Sub- 
febrile temperatures may nearly always be observed 
before the onset of these complications, but on the 
other hand one can safely say that there is no need 
to fear thrombosis and embolism if there is no rise 
of temperature. The modern view is that, although 
a rise of temperature alone is not always a precursor 
of thrombosis and embolism, if it occurs with a 
striking increase in the pulse-rate it has to be seriously 
considered as a premonitory sign. 
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In the prognosis of thrombophlebitis, especially 
with regard to a possible fatal embolism, the women 
most endangered are those who begin the puerperium 
with slight, nearly symptomless thrombophlebitis 
of the lower extremities. In these cases there is 
often within the first few days a striking decrease of 
the cdema previously present, so that they seem 
otherwise to be perfectly healthy. Most authorities 
consider a thrombosis of the large veins of the leg, 
especially if already present before childbirth, as 
much more dangerous than the palpable and striking 
thrombosis of the pelvic veins. 

The blood pressure during pregnancy and puerperium 
is of interest. During pregnancy it rises slowly and 
then decreases after delivery. About 80 per cent. 
of cases reveal a blood pressure below 110 mm. Hg. 
The lowest reading is seen on the 7th day after confine- 
ment and this fact may have some connexion with 
the frequent development of thrombi almost exactly 
at that date. 

PROPHYLAXIS 


Although the exact cause of thrombophlebitis 
during pregnancy and puerperium is not yet known, 
the introduction of prophylactic measures has recently 
been considered. Two proposals have been made : 
a shorter period of the puerperal and post-operative 
confinement to bed, and the addition of active and 
passive exercises while the patient is still in bed. 
Under normal conditions a healthy puerpera will not 
run an undue risk by getting up a few days after 
labour, as long as she avoids any stress to herself 
or to her genital system. If, therefore, the doctor, 
especially in private practice, is sure that his instruc- 
tions will be strictly followed, and if an intelligent 
nurse is in attendance, he may safely venture on the 
experiment of allowing his patient to leave her bed 
early. In the great majority, however, especially 
in hospital patients, the lying-in period will be often 
the only time in which these women can take a good 
rest. It is improbable also that, once they are up, 
they will not be able to avoid housework and the care 
of their families. Moreover, the result of experi- 
ments with early getting up after delivery is not 
very encouraging ; statistics, particularly in Swiss 
hospitals, seem to show that they have little value 
in preventing thrombosis. 

Exercises.— Quite recently exercises during 
pregnancy and puerperium have begun to play an 
important part as a prophylactic against thrombo- 
phlebitis. While certain exercises aim at creating a 
higher and better elasticity of the muscles of the ab- 
domen and of the pelvic floor, other specially prepared 
exercises of the legs counteract the development of 
thrombophlebitis by avoiding the slowing down of the 
circulation. I direct the patient to move her legs 
in bed, beginning, say, on about the 3rd day of the 
lying-in period, if of course there are no signs of an 
already existing thrombophlebitis. These move- 
ments at first can be best effected by placing at the 
end of the bed a vertical board, against which the 
woman can move her feet as in walking. From 
about the 7th or 8th day she can begin to extend the 
range of the movements of her legs in the air, to 
culminate in movements similar to those of cycling— 
** cycling in bed.”’ 

Opinions differ as to the right time for beginning 
these exercises. Some clinicians advocate the very 
first day, on the ground that the immediate stimula- 
tion of the circulation obviates the danger of thrombi 
forming. Others argue for the second, third, or 
fourth day. My own experience leads me to agree 
with this second opinion, especially when there are 
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perineal tears or wounds. After gynecological 
operations I also direct the patient to move her legs 
in the above manner. 

The type of exercises to be used during the 
puerperium or after operation depends on the condi 
tion of the patient and whether she is trained or not. 
To provide some guide to the exercises that should be 
prescribed for a healthy woman after a normal confine- 
ment, I would suggest the following scheme : 

Ist day.—Deep inhalation with lifting of the arms above 
the shoulders ; recumbent position. 

2nd day.—Extension and flexion of both feet with move- 
ment both to the right and to the left, 10 times each ; 
flexion and extension of hands and forearms, 20 times 
each. 

3rd and 4th days.—Flexion and extension of the knees 
three times a day 5 times each, 

4th day onwards.—Deep inhalation and exhalation, 
lifting of the arms above the shoulders, and in a sitting 
position; abdominal breathing, using the hands for 
artificial resistance; lifting and lowering of the legs, 
5 times, raising of the pelvis, 4 times, and raising of the 
whole trunk with assistance. 

5th day onwards.—All these exercises, with the raising 
of the trunk without assistance. 

7th or 8th day.—As above with the addition of ‘* cycling 
in bed.”’ . ; 


When there is phlebitis of the legs or of the veins of 
the pelvis, or when the temperature chart indicates 
its presence, movements of the lower abdomen and 
legs should be forbidden. 

The experience of gymnastics has been favourable, 
a point that is confirmed by many clinical observers. 
Statistics from the United States show that in three 
different hospitals in New York, out of 31,746 puerperal 
cases, there were 20 fatal embolisms (0°063 per cent.) ; 
not one of these had had exercises of any kind. 
From Swiss clinics, on the other hand, come reports 
affecting 32,632 cases who had practised exercises 
during the puerperium. Out of these there were only 
6 deaths due to embolism (0°018 per cent.)—less 
than one-third of the American figures. Equally 
convincing results come from Germany; in 1000 
women who exercised in their puerperium, there 
was not a single case of thrombosis. And in contrast 
there were 6 cases of thrombophlebitis in 100 women 
who failed to exercise. 

Drugs.—The training of the circulatory apparatus 
with the aid of tonics has now to be considered, 
in conjunction with the prophylactic exercises, 
In my experience the early and careful application 
of digitalis before operations and confinements has 
yielded good results. Iodine therapy, especially 
in cases with rapid sedimentation-rates, also seems 
to be a useful prophylactic because it reduces the 
rate. The increase of the antothrombin content 
of the blood may be brought about by injections of 
autogenous blood. Furthermore, in the experience 
of the Mayo Clinic the administration of thyroxin, 
based on observations on thyroidectomy patients, 
seems to be favourable. The increased glycolysis 
of the blood, due to a slowing down of the blood 
stream and causing an increased agglutination of the 
blood-platelets, may be overcome by giving Germanin, 

In severe cases of varicose vein, particularly of the 
legs, I give digitalis simultaneously with the bandaging 
of the legs with elastic or, better still, with Unna’s 
paste bandages in order to tone up the tissues. In 
about 50 cases of severe varicosis of the veins of one 
or both legs, in some of which there was a history of 
a previous thrombophlebitis, the legs have had 
permanent bandages up to full-term ; these were not 
removed even during labour and the puerperium, 








In these there was not a single case of thrombo- 
phlebitis. It must, however, be borne in mind that 
all these patients had been directed to exercises in 
bed, some of them starting on the second, but most 
on the third, day after delivery. 

In patients undergoing gynecological operations 
and suffering from varicose veins, I also apply these 
prophylactic measures, and out of about 750 cases 
there have been only 2 of thrombophlebitis. The 
question arises whether it is wise to treat varicose 
veins with injections before operation or confine- 
ment. But it has to be considered that in a high 
proportion of cases varicose veins disappear spon- 
taneously after delivery. Experiences with injection 
therapy were not at all encouraging. Contrary to the 
good results in normal women, the injection of the 
usual preparations was unsuccessful in pregnancy. 


TREATMENT 


During pregnancy and the puerperium, and after 
operations, the treatment of thrombophlebitis has 
been the subject of the fiercest discussion. A great 
number of clinicians, fearing a fatal embolism, 
demand absolute rest, with elevation of the limbs 
and the application of splints. Even the use of the 
usual type of bed-pan is considered as too dangerous. 
An equal number are of an entirely different opinion 
and direct the patient, especially at the commence- 
ment of the phlebitis, to move her legs freely. 
Recently many authorities have recommended lower- 
ing the legs and elevating the trunk because, as they 
think, elevation of the lower extremities favours 
embolism like the fall of a river. 

In therapy by movements, each has to adapt his 
treatment to what he believes to be the pathological 
condition of the diseased vein. If one adheres 
to the opinion that the thrombus is primary and the 
inflammation of the vein secondary then one must 
try to accelerate the organisation of the thrombus 
by means of drugs, ointments, hot fomentations, 
radiant heat and, according to recent recommenda- 
tions, leeches. One has to wait for the organisation 
before permitting any movements Of the extremity, 
since there is the danger that only the partly organised 
thrombus may be dislodged and may travel to the 
lungs. If, on the other hand, one believes that 
the formation of the thrombus is secondary to the 
inflammation, one must aim at counteracting, from 
the very beginning of the inflammation, the slowing 
down of the blood stream, and hence the formation 
of a thrombus. This may be achieved by bandaging, 
drugs, and movements. 

The treatment of a thrombus certainly present 
in the inflamed vein has also been the subject of 
much discussion. The dangers are the growth of 
the clot and the detachment of an embolus. When 
thrombosis of the veins of the pelvis or the lower 
extremities is already present, I order absolute 
fixation. This is indicated by the tenderness of 
the diseased regions and the general condition of the 
patient. If, however, the bad condition of the 
patient demands stimulation of the blood pressure, 


which increases the danger of embolism, we are 
indeed between Scylla and Charybdis. In this 


category we have to place cases of severe hemorrhage 
in the third stage of labour, in which we are obliged 
to give large doses of pituitary. Through the sudden 
change of blood pressure in the region of the 
splanchnic nerve and its reaction on the peripheral 
parts of the body, the danger of embolism is obvious. 
Publications about successful treatment of septic 
thrombi by separation by means of proximal ligature 
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eannot, unfortunately, be confirmed by my own 
experience in dealing with six fatal cases of septic 
thrombosis of the pelvic veins. 

Promising results have been reported by the 
Therapeutic Trials Committee of the Medical Research 
Council with the intramuscular and peroral administra- 
tion of Prontosil in cases of puerperal infections with 
hemolytic streptococei. My own recent observations 
on two cases of thrombophlebitis of the pelvic veins 
during the puerperium, in which hemolytic strepto- 
cocci could be found in the blood, gave the impression 
that the drug determined or at least hastened recovery. 
Further clinical observations must be awaited until 
a definite opinion on this ‘‘ therapia magna sterilisans ”’ 
can be formed. 

CONCLUSIONS 

In considering all these facts we can say that 
thrombophlebitis is a serious complication in obstetrics 
and gynecology, especially on account of the great 
enlargement of the pelvic venous plexus. This 
part is particularly exposed to infection in gynzco- 
logical diseases and during the puerperium, and it 
thus favours the formation of thrombi. 

In addition to perfect asepsis in the labour ward 
and in the operating theatre, exercises during pregnancy 
and puerperium are a powerful prophylactic. 

The treatment of an already existing thrombo- 
phlebitis varies according to the symptoms and 
signs. The important thing is to decide whether 
there is mere inflammation of the vein or an already 
formed thrombus; in the former active methods can 
be advised, but in the latter absolute fixation and 
rest are the only alternatives. 





RESULTS OF OPERATIVE TREATMENT 
IN CARCINOMA OF THE BREAST 


By W. H. Grauam Jessop, M.B. Camb., 
F.R.C.S. Eng. 


HARKER SMITH CANCER REGISTRAR, UNIVERSITY COLLEGE 
HOSPITAL, LONDON 


THE object of this paper is to present a set of results 
of the treatment of carcinoma of the breast by radical 
operative excision alone. For this purpose a series 
of cases is recorded from those submitted to radical 
mastectomy in University College Hospital under the 
care of the honorary staff during the period 1923-32 
inclusive. 

In order that the conclusions arrived at shall be 
trustworthy, the material used is restricted to cases 
of a closely similar kind. To secure a reasonable 
similarity pathologically there have been excluded 
from the series cases of duct carcinoma, of Paget’s 
disease of the nipple, of carcinoma occurring simul- 
taneously in both breasts, and of carcinoma of the 
breast in the male. Twenty-seven cases received 
X ray therapy in association with the operation and 
these have likewise been excluded as the results 
from operative treatment alone were required. 
Certain cases received radiotherapy to secondary 
growths appearing after the operation, but this has 
not been regarded as necessitating their exclusion. 
With these exceptions, every case treated by radical 
operation during the period under review has been 
included. The total number is 217, all being cases 
of unilateral glandular carcinoma of the breast in 
the female. 

The operation performed was always a radical 
mastectomy with removal of both pectoral muscles 




















and the axillary lymphatic glands. The operators 
included the five honorary surgeons on the staff 
of the hospital and four surgical registrars. There 
was no agreement to follow a uniform technique, 
but the operative details were in fact closely similar 
throughout. 

The series has been divided into two stages accord- 
ing to the absence (I.) or presence (II.) of axillary 


TABLE I.—Histological Examination 


stage. Eittt imone.| Eat | Sear | Eat 
pay uly! a 106 93 86-8 2 84 = “79 20 

II. 111 103 92-7 101 91-0 
Total .. “217 5 195 A 89-9 > 185 852 


lymphatic glands containing growth. The accepted 
evidence of both the diagnosis and the stage has in 
the first place been that of clinical examination, but a 
large proportion has been examined histologically 
as shown in Table I. Where histological examination 
showed the diagnosis to be erroneous the case has 
been omitted from the series ; where clinical estimate 
of the stage was erroneous, the histological value 
has been substituted. 

This Table also shows that the series is fairly 
divided between the two stages. The age-distribution 
in five-year groups is set out in Table II. The 
average age is 52-8 years. 


TABLE II.—Age-distribution 
(at time of operation) 


Age- ia Per Age- . Per 
group. Cases. cent. group. Cases. cent 
Under 30 - @ es 0 60- ow 28. 12-9 
30— . 7 oe 3°2 65- oe 20 oe 9-2 
Se «2 ES ce 55 70- eo eS ws 3°7 
40- .. 26 120 75- ‘i BD os 1°8 
45- .. oe 15-7 80 and over 2 .. 0-9 
B= «co @ ac 19-4 — — 
55- 34 15-7 Total .. 217 .. 1000 


Seven patients died of causes attributable to the 
operation, a mortality for the whole series of 3-2 per 
cent. The details are given in Table III. 

Of the total of 217 cases, 216 have been traced to 
a certified death or are known to be alive at the present 
time. One patient remains untraced from the time 
of leaving hospital despite all efforts. The follow-up 
work has been carried out under the follow-up scheme 
for malignant disease initiated by the medical school 
committee in 1932 and financed by a grant from the 
Rockefeller Fund. The credit for the very high 
proportion of traced cases is due to Miss J. M. Whytt, 
the follow-up almoner, who has shown much patience 
and resource in a difficult task. 

The results of the treatment of malignant disease 
are commonly expressed in the form of survival- 
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rates, which state as a percentage the proportion of 
cases surviving at the end of an arbitrary period 
after treatment, either free from disease or otherwise. 
The periods chosen here are those most frequently 
employed—namely, the third, fifth, and tenth 
anniversaries of the date of the operation. The 
three-year survival-rate is calculated from the cases 
in the whole period 1923-32. The five-year rate is 
obtainable from the period 1923-30 and the ten-year 
rate from the period 1923-25, the total number of 
cases being necessarily considerably reduced in the 
second and again in the third group. 

Owing to the number of factors involved the 
survival-rate may be calculated in several ways. The 
ate given here is the percentage net survival-rate, 


TABLE III.—Analysis of Fatal Cases 
Stage 
Cause of death. Total 
I II 

Shock .. oe ee 0 l l 
Pulmonary embolism... 1 1 2 
Cerebral embolism 2 0 2 
Broncho-pneumonia 2 0 2 

Total ee oe oe 5 2 7 


which may be defined as the proportion, expressed 
as a percentage, of cases surviving, irrespective of the 
presence or absence of disease, to the total cases 
treated, including those dying from the operation 
but excluding those lost sight of and those dying 
from other causes. Adequate details are given in 
Table V. to enable other forms of survival-rate 
to be worked out. 

The percentage net survival-rate for the three-year, 
five-year, and ten-year periods is given in Table IV. 


TABLE IV.—Percentage Net Survival-rate 


Stage of disease. . 3-year. 5-year 10-year 
Re &% ee 79-2 (106) 69-1 (R38) - (26) 
ET. . os 52-3 (111) 30-5 (96) - (39) 
‘Total ; ° 64-9 (217) 18-0 (184) 39 3 (65) 7 


The figures in parentheses indicate the total number 
of cases on which the percentage is based. As this 
was less than 50 in each of the separate stages in the 
ten-year period, the percentages have been omitted 
there. 

These results are, as far as can be ascertained in the 
present confused state of the literature, among the 
most favourable shown in an adequate series of 
similar cases treated by radical operation alone. 
It is possible, therefore, that they represent the level 


TABLE V 
Complete Data for Survival-rate Calculations 
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Of operation of by end in each survival-rate 
in each of group. at end of 
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5 4 0 1 1 1 106 8&8 26 79°2 69°1 (50) 


3 2 2 0 0 0 0 111 96 39 | 52°3) 30°5 (33°3) 


184 65 61°9 48°0 39°3 
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which can and should be obtained in any such series 
of cases. They also illustrate two well-known 
features of carcinoma of the breast—namely, the 
grave prognostic significance of axillary glandular 
involvement, and the not infrequent occurrence 
of death from the late development of metastases 
(e.g., between five and ten years after operation). 

It remains to be seen whether any of the methods 
of treatment employing radiotherapy are capable of 
giving better late results, and it is hoped that the 
figures here published may be of some value as a 
standard for comparison. (The full data are given 
in Table V.) 





STERILE MATING* 


By V. B. Green-ARMYTAGE, M.D. Brist., 
F.R.C.P. Lond., F.C.0.G. 


GYNZCOLOGIST TO THE WEST LONDON HOSPITAL, HAMMERSMITH, 
AND ITALIAN HOSPITAL ; OBSTETRIC SURGEON TO THE 
JEWISH MATERNITY HOSPITAL 





From the days of Genesis sterility has been 
regarded as one of the four major curses of life, but 
since primary sterility is usually due to the summation 
of four or five causative factors in both parties, sterile 
mating is a better title. 

It is not my intention to discuss the forty-odd 
causes of sterility, nor to deal with displacements of 
the uterus and conservative operations upon the 
ovary, but rather to indicate how modern investiga- 
tions may assist diagnosis, prognosis, and treatment. 
Before doing so, I may remark that the modern 
Homo sapiens is a relatively infertile animal. For 
in crowded England 10 per cent. of all marriages 
fail to produce conception, while 15 per cent. of 
pregnancies terminate in miscarriage. In 30 per 
cent. of cases the fault of non-conception lies in the 
male partner, and the time has gone by when the 
only treatment considered for sterility was “‘ opening 
the womb.” 

The following are necessary in every case of sterile 
mating: (1) a complete medical history of the life 
and habits of both husband and wife ; (2) a complete 
physical examination of both parties; (3) an expert 
\xamination of the semen; (4) a pH test of the 

‘eaction of the vagina and an investigation of the 
cervix; (5) a demonstration, preferably by radio- 
gram, of patency of the tubes; and (6) an investiga- 
tion of the premenstrual endometrium and endocrine 
factors. 
EXAMINATION OF THE MALE 


Constitutional conditions lower the vital functions 
of the male more often than those of the female, 
causing chemical, cytological, and possibly serological 
changes in the masculine secretion. Dysfunction 
of anterior pituitary or thyroid gland is often the 
cause of faulty spermatogenesis. In some there is 
a psychological factor or there may be a definite 
focal infection or protein starvation. 

I am aware that in general practice it is not always 
easy to obtain information from the husband, but 
seminal analysis is rarely objected to. My own 
procedure is to request the husband to wear a condom 
and have intercourse with his wife in the early morn- 
ing. After removal, the condom is securely ligated 
at the top and placed in a thermos flask of water 
which has been prepared overnight at a temperature 
of 99°F. This is then sent within four hours to a 
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pathologist for full biochemical and microscopical 
report. Such reports should be obtained more than 
once, for whereas necrospermia or oligospermia 
may be the verdict on one occasion a return to normal 
is not uncommon, especially with treatment. A 
very common cause of complaint and of sterility 
is psychic premature ejaculation or inability of 
erection. Often in these cases the semen is quite 
normal and success can be obtained by its artificial 
insemination with a warm glass syringe. It needs 
to be repeated two or three times during the optimal 
period of conception, which according to Knaus! 
is roughly the eleventh to sixteenth day before the 
first day of the next period. This procedure was 
adopted by John Hunter in 1799 for a case of 
hypospadias, with success. 

General hygiene, diet, and the possibility of auto- 
intoxication need close inquiry. A restful holiday 
is advisable, and of late years treatment with thyroid 
extracts and gonadotropic hormones has sometimes 
proved an aid to spermatogenesis. 


FACTORS AFFECTING FEMALE FERTILITY 


First let it be stated that genital hypoplasia is 
by far the commonest single cause of primary sterility. 
It was responsible for 44 per cent. of cases in my 
published series * and for 40 per cent. in Meaker’s.® 
Under-development of the vulva, vagina, cervix, 
and uterus is as a rule easily detectable, and in some 
cases there may be hypertrichosis, girdle obesity, 
and a mammary mons. Perhaps the most constant 
and important feature, however, is delayed onset 
of menstruation which later is irregular, painful, 
or scanty. In women with this history abortion is 
common. 

Treatment is here disappointing, for it is not the 
ovary that is at fault, but the anterior pituitary 
gland. In some cases I have found thyroid gland and 
calcium useful, but there seems little doubt that in 
the future, gonadotropic substances containing active 
anterior pituitary hormone will be the recognised 
means of treatment. By way of prevention it will 
be necessary to regulate the general health and diet at 
or about the time of puberty, when the growth 
stimulus to the ovary should be actively functioning, 
and medical officers to girls’ schools will be responsible 
for obviating future sterility. 

The normal pH of the vaginal secretion is 4. If 
the secretion is profuse its acidity can immobilise 
the spermatozoa in a small amount of semen in 
15 minutes, whereas if it is normal in quantity its 
acidity is countered by the alkalinity of the semen 
and the mobile sperm is able to reach the cervix, 
penetrate the normal mucous operculum by virtue 
of a mucolytic enzyme and reach the uterine cavity. 
On the other hand, in conditions of hypoplasia or 
pathological displacement of the uterus with ante- 
version of the cervix against the anterior vaginal wall, 
there may be difficulty in the spermatozoa reaching 
or landing upon the external os. 

Using a capillator (British Drug Houses Ltd.) I have 
found that the cervical secretion is always alkaline 
(pH 8-9) and that this holds good whatever the 
degree of erosion, laceration, or infection. Out- 
patient practice and antenatal clinics have con- 
vinced me that these lesions are not themselves the 
cause of sterility, but they may well be associated 
with great viscosity and leucocytic infiltration of 
the mucous plug, which prevents access of the sperm 
to the uterus. This state of affairs can often be 
rectified by simple dilatation and drainage, coupled 
with linear cauterisation or diathermy needling of 
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retention cysts of the ovule nabothi. In _ lesser 
cases, removal of the viscous plug of mucus with a 
pledget of wool saturated in bicarbonate of soda 
solution or hydrogen peroxide has been successful. 


TUBAL OCCLUSION 

In Meaker’s clinic emphasis is laid on the importance 
of obstruction to the internal ostia of the tubes by 
fibroids and adenomyomata, but these cases of 
relative sterility are comparatively rare in the early 
years of marriage and moreover, as a rule. the 
tumours are palpable and perhaps removable by 
myomectomy. Actually, occlusion of the tubes, 
from any cause, is responsible for sterile mating 
in but a small proportion of cases. Thus in my own 
series it was discovered in only 14 per cent. of sterile 
women, and at Meaker’s clinic in 12 per cent. This 
statement may cause surprise, for I am aware that 
many consider that sterility is usually due to 
salpingitis of old Neisserian origin. But my experience 
is that gonorrheeal obstruction is not common in 
sterility ; and that occlusion, when present, is more 
often a result of septic or induced abortions, ectopic 
gestation, appendicitis, and, in private practice, 
certain contraceptive measures. Occasionally tuber- 
culous peritonitis or cobweb veils of peritoneum 
may prevent the passage of the ovum from the 
ovary to the tube in women who have suffered from 
pelvic inflammation. 

Twelve years’ experience with Rubin’s insufflation 
test and salpingograms, using lipiodol, has confirmed 
this view of the rarity of sterility due to occlusion and 
has also convinced me that the salpingogram has 
much more therapeutic and diagnostic value than 
insufflation. The air or carbon dioxide test has 
many fallacies. Spasm of the tubes at the isthmus 
may cause obstruction ; only one tube may be patent ; 
the sound of air entry and escape may be mis- 
diagnosed ; abnormalities of the uterus, and the site 
of occlusion, cannot be demonstrated. A salpingo- 
gram, however, in a case of sterility, is just as 
important for prognosis as a blood and urine examina- 
tion in a case of nephritis. The site of occlusion is 
the main factor. If obstruction is at the isthmus, 
operations, however careful, are almost always 
useless ; but if it is in the ampullary or fimbriated 
portion, there is at least a 20 per cent. chance of 
success. Subsequent salpingograms are required 
one week, three weeks, and six weeks after operation 
to check and improve the operative result ; moreover, 
if the surgeon should fail to leave the pelvis dry, 
the uterus anteverted, and the tubes and ovaries 
in normal position, there may be disappointment. 


ANOVULAR MENSTRUATION 

Lastly the visible and invisible pattern of the 
endocrine glands must be considered. The sedentary 
city worker and many young women with menstrual 
irregularities have a low basal metabolic rate with 
subthyroidism, probably dietetic in origin. It is 
perhaps significant that the adoption of an infant, 
with its release of maternal feelings, is often sufficient 
to stimulate normal function and so cause conception. 

There is evidence, however, that certain women, 
like certain anthropoids, menstruate regularly, but 
without ovulation. In these cases the secretory or 
premenstrual phase, dependent on the hormone 
progestin secreted by the corpus luteum, is absent, 
and Novak of Baltimore believes that the condition 
is very frequent. My own procedure in diagnosis is 


to ask the patient to attend one or two days before 
the 


expected date of menstruation. After the 
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cervix has been cleansed a delicate spoon curette 
is passed up to the fundus, and a cheese-paring of the 
mucous membrane is removed and sent for section. 
No anesthetic is needed. In a small proportion of 
cases it may be necessary to dilate the cervical canal 
up to No. 2 or 3 Hegar. If no progestin is being 
secreted, the section will show no goblet cells, but 
only dilated acini. 

The treatment of this anovular menstruation is 
promising, and I have published recently * 3 out of 
7 cases of my own that became pregnant. Since 
then, on these lines, 2 more patients have become 
pregnant, one of these after ten years primary sterility. 
All of them were given four intramuscular injections of 
100,000 units of (Estroform during the first two weeks 
of the cycle and three injections of Pregnyl (100 rat 
units) during the last 10 days, beginning on the 
seventeenth day. On the other hand, Clauberg 
gives a single large injection of potent cestrogenic 
hormone (e.g., 200,000—250,000 units) on the twelfth 
to sixteenth day of the cycle. He contends that 
there is a sharp release of gonadotropic substances 
followed by ovulation with subsequent luteinization 
and conception. His results are certainly inspiring. 
Others have reported good results from the injection 
of progesterone on alternate days from the seventeenth 
day of the cycle, with a view to the formation of a 
healthy nidus in the endometrium and lengthening 
the life of the corpus luteum. 

My own clinical experience in India convinces me 
that anovular menstruation is common, for there, 
to-day, though marriage and sexual relationship 
still take place at a very early age, pregnancy seldom 
occurs until several years after the regular onset of 
menstruation. This suggests that menstruation with- 
out ovulation precedes the catamenial discharge, 
and that puberty and sexual maturation are two 
different things. 


THINGS TO COME 


From what has been said, it will be understood 
that sterile mating is usually due to impaired fertility 
on the part of one or both partners, each or both 
contributing some factor which may or may not be 
remediable. Under the heading of desirable ‘‘ things 
to come’’ I would place: (1) a complete physical 
examination of all men and women contemplating 
matrimony; (2) greater care of girls at puberty 
with a view to the prevention and treatment of 


hypoplasia ; (3) a more general knowledge of sex 
hygiene, and the maintenance of marriage advice 
clinics; (4) stern admonition against the use of 


contraceptives during the first few years of marriage, 
and the legal forbiddance of their sale without medical 
prescription ; (5) the abolition of the curette in the 
treatment of sterility and abortion ; (6) investigation 
of both husband and wife after two years’ fruitless 
marriage. 
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New MATERNITY Hospital AT PERIVALE.—The 
Ministry of Health has now given its approval to the 
application of the Ealing and Chiswick councils to raise 
a loan for £55,609 to enable the Hospitals Committee 
to erect a new maternity hospital at Perivale. it will 
replace the present hospital in South Ealing, and will 
have over 40 beds. 
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CLINICAL AND LABORATORY NOTES 





CASE OF BILATERAL RENAL INFARCTION 
IN A NEWLY BORN INFANT 


By StTaNLEY MARSHALL, M.B. Lond, 


PATHOLOGIST TO THE ESSEX COUNTY COUNCIL; AND 


EILEEN WuHapuHaM, M.B. Lond. 


ASSISTANT MEDICAL OFFICER AT THE OLDCHURCH HOSPITAL, 
ROMFORD 


TuHE following case is considered worthy of report on 
account, first, of the apparent rarity of the patho- 
logical condition, since no parallel case seems to have 
been recorded; and, secondly, because no definite 
cause could be found either in the history or in the 
post-mortem findings. 


The patient was a first child, a male infant, weighing 
9 lb. 2 oz. at birth. Delivery was straightforward and the 
child apparently healthy. On the following day it was 
observed that he took the breast reluctantly, but nothing 
very abnormal was noted except that micturition was very 
scanty. Breast-feeding was replaced by artificial feeds 
owing to poor secretion of milk. From the 4th—9th day 
the temperature varied from 100°—103°, the pulse-rate from 
128-140, and respirations 28-40, all subsiding to normal 
after the 10th day. On the 7th day the colour was poor, 
and on the 8th the child was drowsy and had lost weight. 
Some urine was passed on the 6th night. A little blood- 
stained urine was passed on the 9th day and this continued 
during the next eleven days. On the 13th day he was 
circumcised to eliminate phimosis as a possible cause of the 
hemorrhage. On the 14th day there was bleeding from 
the umbilicus, and he was still losing weight and taking 
feeds reluctantly. Onthe 15th day he vomited bile-stained 
fluid. The condition became worse and he died on the 
20th day. 

Family history—The mother had appendicectomy 
10 years ago; mastitis for the last 10 years, worse at the 
menstrual periods; pregnancy uneventful, except for 
occasional headaches; no history of renal disease. 

She had cedema of the ankles at the 38th week of preg- 
nancy and hydramnios was suspected ; no other trouble 
during pregnancy. A skiagram revealed a vertex in 
the right occipito-posterior position, and her general 
condition was good. A week before delivery she com- 
plained of swollen ankles and backache. The urine was 
normal just before delivery ; the systolic blood pressure 
was 134 mm. Hg. The lie was now a vertex left occipito- 
anterior, engaging. 

Labour lasted 27 hours, the fcetal heart rate varying from 
138-144 during this period. The placenta was battledore 
in type but healthy, no infarcts being present and delivery 
being complete. The cord was loosely wound once round 
the child’s neck. No abnormal bleeding occurred. 

In the puerperium there was no abnormal loss. Blood 
pressure 130 systolic. On the 3rd day there was some cedema 
of the vulva, and the breasts were rather tender and 
heavy on the 5th day. On the following days the breast 
secretion was noted to be poor. She was discharged 
on the 14th day and readmitted on the 22nd day with 
mastitis, a superficial abscess on the right breast being 
opened. Cultures produced a non-hemolytic Staphylo- 
coccus aureus, and recovery was uninterrupted. The 
blood-urea was 50 mg. per 100 c.cm. 7 weeks after delivery, 
a month after the child’s death. 

The father had had meningitis as a child, pneumonia 
and enteric during the war, jaundice, septic hands, and 
fractured skull and concussion. He was healthy at the 
time of the child’s birth. His blood-urea was 27 mg. 
per 100 c.cm. 

Post-mortem report.—An autopsy was performed 2 
days after death. The body was that of a normally pro- 
portioned infant showing wasting of the subcutaneous 
tissues, the skin being loose and wrinkled. No bruising 
or other evidence of hemorrhage was seen and a normally 


healing circumcision wound was present. The child 
was well formed, no signs of rickets being found either 
here or elsewhere. 

The lungs and pleure were healthy except for con- 
siderable pallor, a feature common to all the organs 
except the kidneys. The heart was rather large with 
thick musculature. There were no developmental abnor- 
malities. Both the mitral and tricuspid valves showed 
small hemorrhagic blebs along their free edges on the 
auricular aspects. No abnormality of the glandular 
tissues of the thorax was found. 

The stomach and intestines showed nu evidence of 
gastro-enteritis or other pathological condition. The liver 
was normal in size but very pale in colour. Spleen and 
pancreas were normal. 

The kidneys presented a remarkable appearance. 
Both were very much larger than normal in a child of this 
age. The two together occupied almost a third of the total 
abdominal space and reached forward to the anterior 
abdominal wall. The enlargement was uniform on both 
sides, the whole kidney being affected. The right kidney 
weighed 90 g., the left 45 g. Section showed a smooth 
reddish-brown surface with cortex and medulla in normal 
ratio. No cysts or localised hemorrhage were present, 
but the whole kidneys were apparently tightly distended 
by a diffuse hemorrhage into their substance. The 
capsules stripped readily and the general appearance 
resembled that of a very acute hemorrhagic nephritis. 
The renal vessels, ureters, and bladder appeared normal. 

The brain was not examined. 


Histological report.—The microscopical sections of the 
kidneys proved unusual. Large areas of necrosis alter- 
nate with other areas showing diffuse fibrosis and hemor- 
rhage involving medulla and cortex equally. Interstitial 
fibrosis is general but small areas occur in the cortex 
of almost normal tissue showing well-formed glomerular 
tufts. On the whole, however, both glomeruli and tubules 
have either disappeared or remain merely as ‘‘ ghosts ”’ 
incorporated in blood-clot showing early organisation. 
Hyaline degeneration of the tubules is general. Here 
and there collections of leucocytes, both lymphocytes 
and polynuclears, occur. These are presumably of later date 
than the main appearance and are absent from the bulk 
of the tissue. The vessels show moderate thickening 
of th-ir walls and the capsule shows some increase in 
thickness but no continuation into the kidney substance. 
The iiapression is that of a recent infarction involving 
almost the whole kidney substance, superadded to some 
previous change, presumably of a similar nature, which 
must have occurred in utero, judging by the extent of the 
fibrosis and necrosis present. The suggested probable 
causes are mentioned below. 

Sections also of the heart valves were examined, to see 
whether these were incriminated or not. On inspection, 
normal valve tissue was found with no evidence of 
inflammatory reaction. The ‘“‘h#morrhagic blebs’ were 
seen to consist of ordinary blood lying in well-circumscribed 
spaces not unlike those seen in a capillary angioma. 
These were lined by a single layer of apparently healthy 
endothelium, from which the red cells have contracted. 
Some of these are empty. The amount of cellular 
reaction was negligible and no more than might be 
expected from the presence of these blebs. 


DISCUSSION 


Various possibilities occur to the mind in connexion 
with the etiology of this case. 

Maternal disease, such as albuminuria or eclampsia, 
causing toxemia in the fetus is the most obvious 


suggestion. It is strange, if this were so, that the 
kidneys should have been so grossly affected while 
the liver was healthy. In any case it has been shown 
that the antenatal history was apparently normal, 
and no abnormality of the urine was found during 
this time. The placenta was healthy. We have 
left only two maternal conditions, the mastitis and 
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the blood-urea. In an endeavour to find an explana- 
tion through the former, cultures were made from the 
pus with the view that some unusual organism such 
as a streptococcus might be present, the toxin from 
which, or the organism itself, for some reason attacked 
the foetal kidneys. Culture, however, proved negative 
for this or any hemolytic organism. The blood- 

7 weeks after delivery 





urea of 50 mg. per 100 c¢.cm. 7 
does suggest the possibility of its having been higher 
during pregnancy, but would not differentiate between 
a mild nephritis and an eclamptic condition. It 
should be noted that the parents were comparatively 
elderly for a first child, the ages being 37 and 36. 


Acute nephritis—This need not be seriously 
considered, but does sometimes arise in association 
with gastro-enteritis. No evidence of the latter con- 
dition was in this case present. The histological 
appearances also showed the changes to be too chronic 
for this diagnosis to be made. The hemorrhage 
moreover was too diffuse and the vessels were 
obliterated along with the other structures, rather 
than distended. No cdema was seen. 


Hemorrhagic disease.—This usually manifests itself 
on the third or féurth day. Hemorrhage may occur 
from any mucous membrane, but most clinicians 
rely on gastric or intestinal hemorrhage for a 
diagnosis. Rodda has described a group in which 
cerebral and meningeal hemorrhage is the major 
manifestation. No reference can be found to a case 
in which the hemorrhage was purely renal. In our 
case no hemorrhage was found from any mucous 
membrane except from that of the kidney on post- 
mortem examination. The slight umbilical bleeding 
and the heart-valve condition certainly lend support 
to the possibility of this being an atypical case of 
hemorrhagic disease. It is unusual for the history 
to be so long if this is so, for death usually occurs more 
rapidly from hemorrhage, or spontaneous recovery 
takes place in three or four days. 


Winkl’s disease—The main points in this condition 
are the occurrence of hemoglobinuria accompanied 
by jaundice and fever, and it usually occurs in 
epidemic form in institutions. Death is usually 
rapid. Unfortunately, in our case, a specimen of 
urine could not be obtained for examination owing 
to the very scanty amount passed, but it 
appeared bright red and not the dark brown colour 
of hemoglobinuria. There was also no jaundice 
at any time, and no evidence of the sepsis that is 
almost invariably present in Winkl’s disease. 


Embolic changes due to the valvular nodules.—T hese 
were firm and smooth, and a section of them is 
described above. These, moreover, are said to be 
not infrequent in normal infants. 

Lastly post-mortem change must be mentioned, 
since degenerative changes do occur in the kidneys 
merely from post-mortem alterations. This can 
almost certainly be ruled out here, the autopsy taking 
place less than forty hours after death, during cold 
weather. The body was otherwise in good preserva- 
tion. None of these causes can therefore be accepted 


as that responsible for the child’s condition, and the- 


true diagnosis must remain in doubt. 





LEICESTER ROYAL INFIRMARY REUNION. — The 
honorary medical and surgical staff of this hospital 
propose to hold a reunion dinner of past resident officers 
on Oct. 2nd at the Grand Hotel, Leicester. Those who 
have not received invitations and who would like to 
attend should communicate with the secretary of the 
residents’ reunion, Royal Infirmary, Leicester. 
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STRANGULATION OF A FEMORAL SAC 


By James Gore, Ch.M. Birm., F.R.C.S. Eng. 


RESIDENT ASSISTANT SURGEON TO THE 
WOLVERHAMPTON 


ROYAL HOSPITAL, 


Tuts short note is written to draw attention to a 
condition to which no reference can be found in 
standard works on surgery but which may be com- 
moner than this lack of notice may lead one to 
suppose—strangulation of the sac of a femoral 
hernia. 

Compared with that of inguinal hernia, the large 
mass of extraperitoneal fat surrounding the sac of 
a femoral hernia is a very characteristic feature. 
Enclosed as it is in a layer of transversalis fascia it 
may indeed be a source of error at operation, at 
times being mistaken by the inexperienced for the 
omentum and the true sac for the bowel. It is 
considered by some authorities that this fatty mass is 
of paramount importance in the «tiology of femoral 
hernia, the suggestion being that it is the forcing 
down of a fatty plug into the crural canal which first 
takes place; this drags down after it a process of 
peritoneum that later may contain the bowel. The 
case to be described offers some support to this 
theory inasmuch as it does suggest that impaction 
of the sac alone may take place to the point of 
strangulation even in the absence of a distensible 
wedge of bowel to force it on. 


The patient, a bricklayer aged 61, had suffered from a 
** right femoral hernia’’ for six years but had worn no 
support of any sort on that account. He had been well 
until three days before coming to hospital, when while 
lifting he felt a sudden pain in the right groin over the 
hernia which continued till admission, but there was no 
vomiting, and the bowels had been open since the onset 
of pain. 

On examination there appeared to be a typical femoral 
hernia about the size of a walnut on the right side, emerging 
below Poupart’s ligament and turning upwards in the 
characteristic manner; it was definitely tender. 

Operation was performed under spinal anesthesia; an 
oblique inguinal incision was made and the swelling 
exposed ; it was deeply maroon in colour, being tense 
with cedema and extravasated blood; further investiga- 
tion showed it to consist of the mass of extraperitoneal 
fat surrounding a small femoral sac which was not only 
empty but had such a narrow neck as to give the impression 
that it had never been filled by bowel. The immediate 
cause of the condition was evidently a venous obstruction 
at the neck of the sac, either by direct constriction in the 
crural canal or by the acute flexion where the sac turned 
upwards over Poupart’s ligament. The sac and its 
coverings were excised and the operation for radical cure 
performed, The patient made an uninterrupted recovery. 


Since seeing this case of evident strangulation of 
the sac one is able to call to mind two cases of what was 
probably an earlier phase of the same condition. 
Both were operated upon as strangulated femoral 
hernie and in each case nothing beyond engorgement 
of a sac filled with straw-coloured fluid was found, 
the removal of the sac leading to the relief of 
symptoms. It is possible that at times the apprecia- 
tion of the existence of this condition might prevent 
the surgeon from exploring the .abdomen when 
operation for a strangulated femoral hernia fails to 
show the expected lesion. 


BoaRD oF ConTROL.—With the approval of the 


. Minister of Health, the Board have appointed Mr. J. C. 


Rawlinson and Mr. H. R. Green (barristers-at-law) to 
be commissioners. 
H2 
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BRITISH MEDICAL ASSOCIATION 


MEETING AT OXFORD 





SECTION OF ORTHOPZDICS 


AT a meeting of this section with Mr. G. R. 
GIRDLESTONE (Oxford), the president, in the chair, 
a discussion on the treatment of 

Spinal Injury 
was opened by Mr. GEOFFREY JEFFERSON (Manchester). 
He said that in treating any injury to the spine it was 
important to distinguish between the neural and the 
osseous lesion. The two were generally associated, 
but it did not always follow that reduction of a spinal 
displacement would benefit the cord. The neurologist 
might well ask what exactly was to be gained by 
any particular surgical treatment, for the orthopedic 
surgeon was apt to be impressed with the importance 
of the bony lesion. He analysed 75 cases of cord 
and root injury that had been under his care: 29 
involved the cervical portion of the spine, 32 the 
lumbar, and 14 the thoracic. Injury to the vertebre 
occurred at the points of greatest mobility of the 
column, and not, as previously taught, at the points 
of most rigidity. In cervical dislocation he was 
impressed with the importance of the intervertebral 
disc ; for it was impossible for it to be much injured 
without damage to the cord. It was recognised that 
in cervical dislocations it was easier to reduce consider- 
able displacement than slight. It might be difficult 
to decide, in those cases that just would not shift, 
how far one was justified in persisting with efforts 
at reduction. He felt that reduction was important, 
apart from its immediate effects, in guarding against 
trouble in later life. The actual nature of the damage 
sustained by the cord at the time of injury was 
interesting. The cord was enclosed in a tough sheath, 
which was difficult to cut even at operation. It had 
been generally assumed that when damage to the 
outer, conducting, part of the cord was not apparent, 
there was hemorrhage in the substantia grisea. He 
doubted the existence of the supposed better blood- 
supply to the substantia grisea, and he also felt that 
hematomyelia was a clinical rather than a patho- 
logical diagnosis. The damage to the cord in these 
cases was partial and recovery was usual; there was 
not much evidence that there was ever actual 
hemorrhage. Thé cord might be edematous, but 
even when it appeared normal there were very 
probably minute nerve lesions, such as torn axons 
and synaptic interruptions. In the severer types of 
injury he was convinced that a large part was played 
by the pulped tissue of the ruptured disc, which was 
forced back through a tear in the posterior spinal 
ligament. Clinically it was important to be able 
to decide which cases would recover and which would 
not. He had had, for example, 10 cases of severe 
cervical lesions which had recovered. In what way 
did those cases differ from others which had not 
recovered ? The symptoms were due in part to 
anatomical damage, in part to spinal shock, and, if 
the symptoms due to each could be assessed, there 
should be some idea of the prognosis. Some, at 
least, of the spinal shock symptoms were caused by 
a physiological block in the nerve elements, and these 
should be distinguishable from the irreparable damage 
of the anatomical lesion. Unless this was borne in 
mind, wrong assumptions were made about the cause 
of paralytic symptoms. Paralysis attributed to, 
interruption of the pyramidal tracts in the cord 
might be more correctly regarded as a suspension 
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of integrative neural action in the cord substance. 
Liddle had shown that nerve-cells might be in perfect 
continuity with the nerve-fibre and yet might refuse 
to function. There was missing some collateral 
stimulus that determined the discharge of the impulse ; 
the tonus of the cell had been somehow interfered 
with, so that, though anatomically healthy, it was 
physiologically inert. The history of the case and the 
progress of the symptoms was of great importance. 
As a rule profound paralysis that was present at 
the end of six to eight weeks would remain. On the 
other hand, there were cases of initial complete 
paralysis in which the residual symptoms were 
minimal. It was hardly possible to get a complete 
picture of the case on the first examination, and he 
thought prognosis was easier at the end of a week. 
In cervical injuries, he thought it was usually wise 
to reduce the displacement. 

The relative frequency of injuries in the lumbar 
region of the spine showed very considerable local 
variation. In Manchester, in the hospitals that 
served the neighbourhood of the docks, lumbar spinal 
injuries had been found to be particularly common. 
The vertebre involved were most often the last 
thoracic and first lumbar, the spinal segments injured 
being the first to the fourth sacral. Cutaneous 
areas of anesthesia were useful for placing the level 
of the lesion, such, for example, as the saddle area 
on the perineum in lesions of S. 3-4, and the long 
strip on the back of the thigh in those of 8. 2. Cases 
with involvement of the last thoracic segment did 
badly on the whole. Their symptoms tended to 
approximate to those of higher spinal injury. He 
felt that persistence in active treatment, after it was 
clear that there was no sign of improvement in the 
spinal condition, was harmful and could make the 
patient very miserable. If the treatment were 
doing any good, he looked for improvement at the 
end of the first week, and at the end of the second 
week the difference should be quite decided. If 
nothing had then been gained, he was in favour of 
cutting adrift and stopping all restraint. Plaster 
he regarded as rather an injurious form of treatment. 
He had seen sciatica produced by it, and there was 
a very definite danger of flatulence and ileus, of which 
he had seen one case that nearly ended fatally. 
In spite of all that had been said about the dangers 
of the in-dwelling catheter and bladder infection, he 
thought death from bladder complications was 
distinctly uncommon. In his series only three cases 
had so died and none of these would have otherwise 
recovered. 


The CHarRMAN thought that allowing both thighs 
to flexobviated the dangersof plaster.—Mr. JEFFERSON, 
in reply, said that it was not only in cases in 
which it was applied with the limbs in extension 
that he feared flatulence. 


Dr. C. P. Symonps (London) said that, whatever 
the form of treatment, the first consideration must 
be that it did not in any way prejudice the recovery 
of the cord. He agreed that, from the point of view 
of the bony injury, reduction might be most important 
for the future of the patient, but when the cord 
was the primary consideration and the prospect of 
recovery seemed good, it was doubtful if much was 
gained by manipulation. He looked on the- actual 
injury to the cord as being sudden and immediate— 
like the blow of a hammer—and not as the result of 
gradually increasing pressure. In the cervical region 
of the spine this injury was most often caused by a 
fracture-dislocation ; in the lower thoracic and lumbar 
regions it was usually a crush injury. There was 




















THE LANCET] 


a region of the cord below the site of actual irreparable 
damage in which function was temporarily suspended, 
an important consideration from the point of view 
of prognosis. Direct violence injuries to the cord 
were due to fractures. It had been suggested that 
indirect vivlence could cause hematomyelia, but he 
did not attach much importance to this. In fact, 
he agreed with Mr. Jefferson that hxematomyelia 
was a comparatively rare finding in specimens of 
spinal injury. Fractures were probably commoner 
than radiography findings suggested, and it was 
always wise to suspect a fracture and to be content 
with nothing less than a stereoscopic radiogram. 
He knew of cases in which the post-mortem alone had 
revealed a fracture, although the injury had been 
sufficient to render the cord swollen and soft. It was 
not always realised that the maximum deformity 
occurred at the time of the injury and was 
instantaneous, and yet might be largely or completely 
reduced, so that the patient on examination had a 
normal contour without enough deformity to account 
for any degree of compression of the cord. Neither 
laminectomy nor reduction would improve the 
prospects of such a patient. He thought the results 
of operation were generally disappointing, and, in 
most cases, he felt that manipulation did not help 
the cord to recover. The prognosis depended on the 
result of examination of the degree of sensory and 
motor loss. If the loss were complete to the level 
of the lesion, the outlook was bad. Recovery in 
caudal injuries tended to be more complete and very 
much slower than in higher injuries, and improve- 
ment might be expected up to two years. He thought 
that there was definite risk from hidden bedsores 
in the methods of treatment in plaster. There was 
also a danger in carrying out radiographic examina- 
tions in patients in whom residual paralysis was to 
be expected. He thought that bladder infection 
was a definite cause of death in spinal injury, but he 
considered that to let the bladder empty by over- 
distension was not only much worse than to treat 
by catheterisation, but was positively iniquitous. 
He preferred, where possible, six-hourly catheterisa- 
tion to the use of the in-dwelling catheter. During 
recovery, the catheter should be used to void residual 
urine if infection was to be prevented. 

The CHAIRMAN said that it was necessary to 
distinguish between the wedge fracture in which the 
cord escaped, but in which the bony deformity 
if not reduced prejudiced the future of the 
patient, and fracture-dislocations in which the 
cord was the primary consideration. He advocated 
gradual reduction by extension methods over a 
period of 24—48 hours. 

Mr. R. Watson Jones (Liverpool) said that spinal 
injuries provided the orthopedic surgeon with his 
greatest disappointments. He strongly advocated 
early and complete reduction of the bony deformity. 
He believed that there were cases in which there 
was continual pressure on the cord, only relieved by 
reduction. The original maximal injury, mentioned 
by Dr. Symonds, might be reproduced by allowing 
the spine to lie in a position of flexion. Laminectomy 
was a foolish operation in that it relieved, or attempted 
to relieve, pressure on the cord from the front by 
taking away bone from the back. He looked for 
recovery in half the cases of cervical and lumbar 
injuries if the compression was removed as early 
and as completely as possible. 


Dr. CRAWFORD (Brisbane) said that he treated 


the bladder by the in-dwelling catheter inserted 
immediately after the injury. He was strongly 
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in favour of manipulation, performed without an 
anesthetic. He had found that bilateral ganglion- 
ectomy was very useful in making life more bearable 
for the cases of paraplegia with persistent spasms. 

Mr. JEFFERSON, in replying to questions raised in 
the course of the discussion, said that he did not want 
to give the impression that he was against reduction ; 
far from it. But he liked to be sure in an individual 
case that he was not likely to do any harm. He thought 
that one very seldom did any good to a brachial 
plexus lesion by operating on it. 

Dr. SyMonDs entered a warning against the dangers 
of plastering a completely anzsthetic area. 


Manipulation in Surgery 
Mr. A. 8S. BLUNDELL BAnKartT (London), in opening 
a discussion on the Use and Abuse of Manipulative 
Surgery, began by distinguishing between the terms 
‘““manipulative surgery”? and “manipulation in 
surgery.”’ To the former term he objected, as it carried 
the suggestion that the use of manipulative surgery 


was something different and apart from ordinary 
surgical procedures. It was not very long since 
this was almost true; manipulation had been 


practised empirically by bone-setters for centuries 
before its possibilities were recognised by the medical 
profession. His own enlightenment many years ago 
had come from the success of Sir Herbert Barker in 
treating a patient and curing her of a painful dis- 
ability of the feet after he himself had failed with 
the most careful and conscientious application of 
the approved methods of the day. The term used by 
bone-setters to describe the results of their manipula- 
tions, “‘ putting small bones back into place,” 
was not only a clever pretext for manipulations, 
but had also served to keep their work from the 
hands of the surgeons: it was so obviously false. 
Foot-strain was essentially an inability to flatten 
the arch of the foot. The completely flat-foot was 
painless ; resistance in the soft parts of the foot 
to efforts to flatten the arch were painful. The 
efforts of the medical profession to support the arch 
of the foot had been a miserable failure ; the bone- 
setter’s method was to restore the mobility by break- 
ing down the adhesions, and he cured his patients. 
Foot-strain, whether traumatic or postural in origin, 
could be cured by manipulation and in no other 
way. There were still orthopedic surgeons who 
treated foot-strain with arch supports, who did not 
recognise sacro-iliac strain—the commonest cause of 
pain in the back—and who seldom practised manipula- 
tive surgery. Until they recognised the importance 
of manipulation, it was no use blaming those without 
medical and surgical qualifications for practising 
it, even though they must, without this training, 
fall into such errors as moving tuberculous joints. 


How could they know the real condition of the 
joints ? 
Three conditions of the spine were benefited 


by manipulation—sacro-iliac strain, chronic lumbar 
back-strain, and spinal arthritis. The first was the 
commonest cause of persistent pain in the lower 
part of the back. Over 90 per cent. of the cases 
could be cured by a manipulation under an anesthetic, 
followed by massage and exercises. The simple 
precaution of a routine X ray examination ruled out 
tuberculous disease. Sacro-iliac strain he regarded 
as a chronic sprain with peri-articular adhesions. 
Chronic lumbar back-strain was due to rupture of 
some of the deep fibres of the erector spine on either 
side. There was a point of local tenderness over the 
erector spine, and spasm of the muscle with limitation 
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of movement. In spinal arthritis a good deal of the 
pain was due to peri-articular fibrosis, and forcible 
manipulation, followed by vigorous massage and 
exercises, was successful in about half the cases in 
relieving pain. 

The knee-joint was perhaps the one joint which was 
manipulated oftener than it should be. This cured 
chronic knee-sprain, but not displaced semilunar 
cartilages. The injury which stopped short of a 
tear of the cartilage might result in sprain of the 
peripheral attachment of the cartilage, followed by 
*‘ adhesions,” at which stage the patient complained 
of occasional stabs of pain, recurrent synovitis and 
of the knee slipping, but there was never any 
mechanical obstruction to movement. Manipulation 
might free a locked knee, after a true tear of the 
cartilage, if the loose part was displaced into the 
intercondylar notch, but trouble always recurred, 
and thus it was not a cure. He felt strongly that 
a semilunar cartilage once torn and displaced in a 
young and healthy individual should be removed 
forthwith, or it might destroy the joint. Manipulative 
surgery had now, within the last twenty years, been 
placed on a sound scientific basis, and they knew more 
about it than the bone-setter had ever known; but 
he did not think that the bone-setter had abused 
manipulation as much as some people would like to 
think. He was to be distinguished from the osteo- 
path and the chiropractor, both of whom treated 
imaginary spinal lesions that produced pressure on 
blood-vessels or nerves and required ‘ adjustments.” 
There was little to choose between them but it was 
the osteopaths, with their more pretentious claim, 
who had tried to establish themselves in this country. 
Mr. Bankart emphasised the point that manipulation 
as used in surgery required considerable force ; it was 
no mere “tweaking” but forcible movement of the 
joint through its full range of movements. 


Mr. TIMBRELL FiIsHerR (London) agreed that 
manipulation did not cure semilunar lesions. The 
‘“‘bucket-handle ” might be displaced into the centre 
of the joint, but the patient almost always came back 
for further treatment. In foot-strain the lesion 
consisted in adhesions in the mid-tarsal and other 
joints. The pain was due rather to inability to reform 
the arch than to flatten it. Ballet dancers, in 
spite of being able to flatten their feet, did definitely 
suffer from foot-strain. In manipulation, he con- 
sidered force a bad second to technique. In breaking 
down the rather common anterior adhesions of the 
shoulder-joint, for example, there was a knack that 
was more important than the force expended. 
Excessive force might be an actual danger. 


Mr. Watson JoNnES said that the difference 
between the unqualified and the qualified manipula- 
tive surgeon was that the first manipulated joints 
which were not obviously stiff, such as the “ tennis- 
elbow,” while the qualified man manipulated stiff 
joints. The very stiff knee was never improved by 
manipulation, and in stiff elbows it was of no value. 
Active exercises were useful in the after-treatment, 
whereas massage had no effect but to stretch torn 
tissues. Spontaneous pain at night was a contra- 
indication to manipulation; it suggested serious 
inflammatory trouble. 


Miss M. ForRESTER-BROWN described Sir Robert 
Jones’s method of moving the knee-joint, not only 
through its accustomed range of voluntary move- 
ments, but also through purely passive movements. 
She described the success obtained in a particular 
case by this application of Jones’s principles. 
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Mr. BankKartT replied to questions and said that 
although the principles of manipulative treatment 
were simple, their application was not necessarily 
easy. He recommended that the method should 
be applied to slight cases of disability, and not reserved 
for the severe cases. 


SECTION OF PUBLIC MEDICINE 


AT a meeting of this section, under the presidency 
of Dr. W. M. WILLouGHBY, a paper on 


The Hemolytic Streptococcus 


with special reference to scarlet fever, was read by 
Dr. DunsTAN BREWER (Swindon). The streptococcus, 
he said, was the most important of human parasites. 
Whereas during the past fifty years the prevalence 
and fatality of acute diseases had declined dramatically 
the mortality caused by the streptococcus was still 
increasing. This fact was so far quite unexplained. 
Another peculiarity of streptococcal infections was 
their geographical distribution. Scarlet fever became 
progressively rarer towards the Equator ; for instance, 
at Nairobi, in Kenya, only three cases of scarlet 
fever had been notified in the history of the 
municipality. Elsewhere in the tropics the disease 
was negligible, and it was almost limited to Europeans, 
a phenomenon the reverse of what might be expected 
when a white man’s disease was introduced into 
native populations. The comparative immunity of 
the dark-skinned races extended to all streptococcal 
diseases. Puerperal septicemia was hardly more 
common in India or Africa than in England, though 
if English women were confined as were their Indian 
sisters a very high fever rate would be expected. 
Speaking as a biologist rather than as an epidemio- 
logist he considered there were many varieties 
but only one species of streptococcus. Many varieties 
were non-pathogenic. The habitat of the pathogenic 
streptococcus was the throat and the adjacent parts. 
Droplet transmission from this reservoir was 
responsible for the majority of streptococcal throat 
infections. If a variety of streptococcus to which 
the body had not previously reacted was implanted 
on the throat it usually produced a reaction in the 
form of a tonsillitis, with possible sequele. The 
pathogenic streptococci produced a toxin, possibly 
several types of toxin, and had the power to invade 
living tissues, but it could not penetrate unbroken 
skin nor perhaps unbroken mucous membrane. 
If or.o® introduced into a breach of surface it had the 
power to live within the tissues. Thespeaker thought 
that streptococcal infection of the blood stream often 
occurred during the course of a man’s life, but the 
infection was overcome by phagocytosis and caused 
no illness. 

The clinical manifestations of scarlet fever were a 
syndrome set up in a person who had not reacted 
before. It might be set up by streptococcal infection 
at any site. The usual throat of scarlet fever might 
be thought of as an incident preceding the scarlet 
fever reaction. The rash and the peeling were 
believed to be caused by a toxin since they could be 
abolished by antitoxin. Dr. Brewer regarded 
nephritis, rheumatism, scarlet fever, and infective 
endocarditis as manifestations of streptococcal infec- 
tion. In acute rheumatism of childhood nephritis 
was exceedingly common and could not be dis- 
tinguished from that occurring during scarlet fever 
epidemics. Immunity to the streptococcus seemed 
to be largely local and strains innocuous at a site 
where the host had previously reacted to them might 
be dangerous at a fresh site. 
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Through Listerian surgery the profession had done 
much to prevent streptococcal infection. He believed 
that masks worn by attendants at confinements 
were of great benefit. Since they had been intro- 
duced in Swindon three years ago the midwives had 
not had a case of streptococcal puerperal infection. 
The prevention of scarlet fever by isolation was the 
most magnificent failure of preventive medicine, but 
the isolation of the non-infected had been an equally 
great success. He considered that the isolation of the 
severe cases did much to prevent the evolution of 
those varieties whose virulence was _ increasing. 
Antiscarlatinal serum was of more use in reducing 
the reaction than in producing immunity to the 
invasion of streptococci. 

Dr. B. A. Peters (Bristol) said that, although 
the severity of scarlet fever had been reduced of 
late years, some recent incidents in Bristol were 
disquieting. In 1934 the incidence of severe cases 
increased at the turn of the year. Since then, at the 
City Hospital, a large number of secondary infections 
had been seen ; mastoid disease had been three times 
as common as before; nephritis, which had been 
rare, developed in 3 per cent. of the cases, without 
counting those with albuminuria but no other 
symptoms; several patients after being discharged 
had returned with a more severe attack suggesting 
infection by a strain of greater virulence; several 
cases of scarlet fever arose among the staff though 
there had been none previously for five years. 
Nephritis had been commoner in other parts of the 
fever hospital. In Dr. Peters’s cases Osman’s method 
of intensive alkali treatment had not been successful, 
possibly because the type of streptococcus was 
unresponsive. He did not despair of the biochemists 
finding a physico-chemical basis of attack on the 
streptococcus. Three cases of endocarditis in his 
care treated with Metarsenobillon had recovered. 
During the last six years he had obtained marked 
improvement in cases of erysipelas by using 
S.U.P.36 and §8.U.P. 468. Antiscarlatinal serum 
was of great value in erysipelas, but it was usually 
given too late to be effective. At present he was 
trying Prontosil ; the results had been very encourag- 
ing. Success had been achieved in a large proportion 
of his cases but by no means in all, and he doubted 
whether the results had been better than those 
obtained with the symmetrical ureas. He had been 
interested to see how the German product had been 
welcomed with open arms while the English had been 
comparatively neglected. The margin between the 
therapeutic and toxic doses was much less with 
prontosil than with the symmetrical ureas. He 
regretted that more use was not made of the chance 
of testing drugs in hospitals. He wished that those 
who had the ear of local authorities would press for 
the provision of a modest sum towards research. 

Dr. H. J. Parisu (Beckenham) stated that scarlet 
fever was due, in the first instance, to the erythrogenic 
or Dick toxin, while such complications as adenitis, 
mastoiditis, and arthritis were manifestations of 
invasiveness. The erythrogenic toxin was seldom of 
importance in erysipelas or puerperal septicaemia, 
in which the body was mainly concerned in resisting 
the second means of attack. There was no specific 
relationship of any of the various streptococci to 
a particular infection. The Dick test was unquestion- 
ably a most sensitive measure of immunity to clinically 
recognisable scarlet fever but it did not indicate 
immunity to the hemolytic streptococcal infections 
characterised by invasion and septicemia. Hzemo- 
lytic streptococcal antiserum of suitable potency was 
of prophylactic and therapeutic value in scarlet 
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fever, for it neutralised the erythrogenic toxin and 
to some extent prevented complications. It did 
not influence septic complications once they were 
established. It was of only limited usefulness in the 
so-called septic diseases due to haemolytic strepto- 
cocci. Active immunisation with toxin, on the other 
hand, reduced the incidence of scarlet fever in hospitals 
and communities, but again appeared to be of little 
value against the invasive manifestations. In man, 
the injection of bacterial suspensions might influence 
the bactericidal power of the blood, but any increase 
in resistance was thought by many to be too transient 
to be of practical therapeutic value. The use of anti- 
bacterial serum, or alternatively, the addition of an 
antibacterial component to antitaxic serum was 
theoretically desirable, but the preparation and testing 
of such products were beset with difficulties. The 
so-called antibacterial sera issued commercially had 
usually been obtained from horses injected repeatedly 
with several different strains of streptococci, and 
were virtually devoid of antibacterial action. If the 
initial promise of the prontosil group of chemicals were 
fulfilled chemotherapy might replace serotherapy to 
some extent in many streptococcal infections. 

Dr. J. D. RoLieston (London) regarded otitis as 
the most important complication of scarlet fever. 
It might occur in 18 per cent. of cases and was much 
commoner than endocarditis and nephritis; it was 
of great importance to the individual and to public 
health. He considered that the relation of endo- 
carditis to scarlet fever was not agreed on. He had 
discharged cases diagnosed as scarlet fever but with 
negative throat-swabs and thought that in this way 
he had reduced the return-case incidence. 

Dr. D. S. SUTHERLAND (Manchester) had found that 
the incidence of puerperal fever and erysipelas 
increased with that of scarlet fever. He doubted 
whether statistics of scarlet fever took rhinorrhea 
into consideration although clinically it delayed 
patients’ discharge and affecte¢d the return-case 
incidence. Cases of scarlet fever should be isolated 
from each other; they might be nursed in glass 
cells in a general hospital. In this way the 
patient would benefit from the specialist attention 
available, and the students would benefit from the 
clinical material. He had found ultra-violet light 
successful in treatment, but he still used serum a little. 

Dr. G. C. WittiaMs (Oxford) mentioned that in a 
large boys’ school in his care an outbreak of scarlet 
fever with a high incidence of mastoid disease had 
occurred, where the streptococci had all been type V. 

Dr. MARGARET Suarp (Bradford) said that when 
she had tried putting the cases of a streptococcal 
outbreak in one block the patients seemed to keep 
reinfecting each other. The problem had _ been 
difficult and the medical officer of health had not 
liked her to disperse the patients to their homes. 

Dr. BREWER agreed with Dr. Rolleston that the 
relation of streptococci to rheumatic endocarditis 
was not proved. He thought that the increased 
severity of scarlet fever reported by Dr. Peters was 
affecting much of the west country. 


SECTION OF OPHTHALMOLOGY 
Mr. P. E. H. Apams (Oxford) presided over this 
section, and at its opening session a discussion on 
Tubercle Bacilli as the Cause of Obscure 
Diseases of the Eye 


Mr. F. A. WHILtIamMson-NOBLE 
The tuberculous origin of obscure ocular 


was opened by 


(London). 
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of movement. In spinal arthritis a good deal of the 
pain was due to peri-articular fibrosis, and forcible 
manipulation, followed by vigorous massage and 
exercises, was successful in about half the cases in 
relieving pain. 

The knee-joint was perhaps the one joint which was 
manipulated oftener than it should be. This cured 
chronic knee-sprain, but not displaced semilunar 
cartilages. The injury which stopped short of a 
tear of the cartilage might result in sprain of the 
peripheral attachment of the cartilage, followed by 
‘*‘ adhesions,” at which stage the patient complained 
of occasional stabs of pain, recurrent synovitis and 
of the knee slipping, but there was never any 
mechanical obstruction to movement. Manipulation 
might free a locked knee, after a true tear of the 
cartilage, if the loose part was displaced into the 
intercondylar notch, but trouble always recurred, 
and thus it was not a cure. He felt strongly that 
a semilunar cartilage once torn and displaced in a 
young and healthy individual should be removed 
forthwith, or it might destroy the joint. Manipulative 
surgery had now, within the last twenty years, been 
placed on a sound scientific basis, and they knew more 
about it than the bone-setter had ever known; but 
he did not think that the bone-setter had abused 
manipulation as much as some people would like to 
think. He was to be distinguished from the osteo- 
path and the chiropractor, both of whom treated 
imaginary spinal lesions that produced pressure on 
blood-vessels or nerves and required “ adjustments.” 
There was little to choose between them but it was 
the osteopaths, with their more pretentious claim, 
who had tried to establish themselves in this country. 
Mr. Bankart emphasised the point that manipulation 
as used in surgery required considerable force ; it was 
no mere “ tweaking” but forcible movement of the 
joint through its full range of movements. 


Mr. TIMBRELL FisHer (London) agreed that 
manipulation did not cure semilunar lesions. The 
“‘bucket-handle ” might be displaced into the centre 
of the joint, but the patient almost always came back 
for further treatment. In foot-strain the lesion 
consisted in adhesions in the mid-tarsal and other 
joints. The pain was due rather to inability to reform 
the arch than to flatten it. Ballet dancers, in 
spite of being able to flatten their feet, did definitely 
suffer from foot-strain. In manipulation, he con- 
sidered force a bad second to technique. In breaking 
down the rather common anterior adhesions of the 
shoulder-joint, for example, there was a knack that 
was more important than the force expended. 
Excessive force might be an actual danger. 


Mr. Watson JONES said that the difference 
between the unqualified and the qualified manipula- 
tive surgeon was that the first manipulated joints 
which were not obviously stiff, such as the “ tennis- 
elbow,” while the qualified man manipulated stiff 
joints. The very stiff knee was never improved by 
manipulation, and in stiff elbows it was of no value. 
Active exercises were useful in the after-treatment, 
whereas massage had no effect but to stretch torn 
tissues. Spontaneous pain at night was a contra- 
indication to manipulation; it suggested serious 
inflammatory trouble. 


Miss M. ForRESTER-BRowN described Sir Robert 
Jones’s method of moving the knee-joint, not only 
through its accustomed range of voluntary move- 
ments, but also through purely passive movements. 
She described the success obtained in a particular 
case by this application of Jones’s principles. 





Mr. BankKart replied to questions and said that 
although the principles of manipulative treatment 
were simple, their application was not necessarily 
easy. He recommended that the method should 
be applied to slight cases of disability, and not reserved 
for the severe cases. 


SECTION OF PUBLIC MEDICINE 


At a meeting of this section, under the presidency 
of Dr. W. M. WILLoOUGHBY, a paper on 


The Hemolytic Streptococcus 


with special reference to scarlet fever, was read by 
Dr. DunsTaN BREWER (Swindon). The streptococcus, 
he said, was the most important of human parasites. 
Whereas during the past fifty years the prevalence 
and fatality of acute diseases had declined dramatically 
the mortality caused by the streptococcus was still 
increasing. This fact was so far quite unexplained. 
Another peculiarity of streptococcal infections was 
their geographical distribution. Scarlet fever became 
progressively rarer towards the Equator ; for instance, 
at Nairobi, in Kenya, only three cases of scarlet 
fever had been notified in the history of the 
municipality. Elsewhere in the tropics the disease 
was negligible, and it was almost limited to Europeans, 
a phenomenon the reverse of what might be expected 
when a white man’s disease was introduced into 
native populations. The comparative immunity of 
the dark-skinned races extended to all streptococcal 
diseases. Puerperal septicemia was hardly more 
common in India or Africa than in England, though 
if English women were confined as were their Indian 
sisters a very high fever rate would be expected. 
Speaking as a biologist rather than as an epidemio- 
logist he considered there were many varieties 
but only one species of streptococcus. Many varieties 
were non-pathogenic. The habitat of the pathogenic 
streptococcus was the throat and the adjacent parts. 
Droplet transmission from this reservoir was 
responsible for the majority of streptococcal throat 
infections. If a variety of streptococcus to which 
the body had not previously reacted was implanted 
on the throat it usually produced a reaction in the 
form of a tonsillitis, with possible sequele. The 
pathogenic streptococci produced a toxin, possibly 
several types of toxin, and had the power to invade 
living tissues, but it could not penetrate unbroken 
skin nor perhaps unbroken mucous membrane. 
If once introduced into a breach of surface it had the 
power to live within the tissues. Thespeaker thought 
that streptococcal infection of the blood stream often 
occurred during the course of a man’s life, but the 
infection was overcome by phagocytosis and caused 
no illness. 

The clinical manifestations of scarlet fever were a 
syndrome set up in a person who had not reacted 
before. It might be set up by streptococcal infection 
at any site. The usual throat of scarlet fever might 
be thought of as an incident preceding the scarlet 
fever reaction. The rash and the peeling were 
believed to be caused by a toxin since they could be 
abolished by antitoxin. Dr. Brewer regarded 
nephritis, rheumatism, scarlet fever, and infective 
endocarditis as manifestations of streptococcal infec- 
tion. In acute rheumatism of childhood nephritis 
was exceedingly common and could not be dis- 
tinguished from that occurring during scarlet fever 
epidemics. Immunity to the streptococcus seemed 
to be largely local and strains innocuous at a site 
where the host had previously reacted to them might 
be dangerous at a fresh site. 
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Through Listerian surgery the profession had done 
much to prevent streptococcal infection. He believed 
that masks worn by attendants at confinements 
were of great benefit. Since they had been intro- 
duced in Swindon three years ago the midwives had 
not had a case of streptococcal puerperal infection. 
The prevention of scarlet fever by isolation was the 
most magnificent failure of preventive medicine, but 
the isolation of the non-infected had been an equally 
great success. He considered that the isolation of the 
severe cases did much to prevent the evolution of 
those varieties whose virulence was _ increasing. 
Antiscarlatinal serum was of more use in reducing 
the reaction than in producing immunity to the 
invasion of streptococci. 

Dr. B. A. Prrers (Bristol) said that, although 
the severity of scarlet fever had been reduced of 
late years, some recent incidents in Bristol were 
disquieting. In 1934 the incidence of severe cases 
increased at the turn of the year. Since then, at the 
City Hospital, a large number of secondary infections 
had been seen ; mastoid disease had been three times 
as common as before; nephritis, which had been 
rare, developed in 3 per cent. of the cases, without 
counting those with albuminuria but no other 
symptoms; several patients after being discharged 
had returned with a more severe attack suggesting 
infection by a strain of greater virulence; several 
cases of scarlet fever arose among the staff though 
there had been none previously for five years. 
Nephritis had been commoner in other parts of the 
fever hospital. In Dr. Peters’s cases Osman’s method 
of intensive alkali treatment had not been successful, 
possibly because the type of streptococcus was 
unresponsive. He did not despair of the biochemists 
finding a physico-chemical basis of attack on the 
streptococcus. Three cases of endocarditis in his 
care treated with Metarsenobillon had recovered. 
During the last six years he had obtained marked 
improvement in cases of erysipelas by using 
S.U.P.36 and §.U.P. 468. Antiscarlatinal serum 
was of great value in erysipelas, but it was usually 
given too late to be effective. At present he was 
trying Prontosil ; the results had been very encourag- 
ing. Success had been achieved in a large proportion 
of his cases but by no means in all, and he doubted 
whether the results had been better than those 
obtained with the symmetrical ureas. He had been 
interested to see how the German product had been 
welcomed with open arms while the English had been 
comparatively neglected. The margin between the 
therapeutic and toxic doses was much less with 
prontosil than with the symmetrical ureas. He 
regretted that more use was not made of the chance 
of testing drugs in hospitals. He wished that those 
who had the ear of local authorities would press for 
the provision of a modest sum towards research. 

Dr. H. J. Parisn (Beckenham) stated that scarlet 
fever was due, in the first instance, to the erythrogenic 
or Dick toxin, while such complications as adenitis, 
mastoiditis, and arthritis were manifestations of 
invasiveness. The erythrogenic toxin was seldom of 
importance in erysipelas or puerperal septicemia, 
in which the body was mainly concerned in resisting 
the second means of attack. There was no specific 
relationship of any of the various streptococci to 
a particular infection. The Dick test was unquestion- 
ably a most sensitive measure of immunity to clinically 
recognisable scarlet fever but it did not indicate 
immunity to the hemolytic streptococcal infections 
characterised by invasion and septicemia. Hzemo- 
lytic streptococcal antiserum of suitable potency was 
of prophylactic and therapeutic value in scarlet 
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fever, for it neutralised the erythrogenic toxin and 
to some extent prevented complications. It did 
not influence septic complications once they were 
established. It was of only limited usefulness in the 
so-called septic diseases due to hemolytic strepto- 
cocci. Active immunisation with toxin, on the other 
hand, reduced the incidence of scarlet fever in hospitals 
and communities, but again appeared to be of little 
value against the invasive manifestations. In man, 
the injection of bacterial suspensions might influence 
the bactericidal power of the blood, but any increase 
in resistance was thought by many to be too transient 
to be of practical therapeutic value. The use of anti- 
bacterial serum, or alternatively, the addition of an 
antibacterial component to antitaxic serum was 
theoretically desirable, but the preparation and testing 
of such products were beset with difficulties. The 
so-called antibacterial sera issued commercially had 
usually been obtained from horses injected repeatedly 
with several different strains of streptococci, and 
were virtually devoid of antibacterial action. If the 
initial promise of the prontosil group of chemicals were 
fulfilled chemotherapy might replace serotherapy to 
some extent in many streptococcal infections. 

Dr. J. D. RoLtiteston (London) regarded otitis as 
the most important complication of scarlet fever. 
It might occur in 18 per cent. of cases and was much 
commoner than endocarditis and nephritis; it was 
of great importance to the individual and to public 
health. He considered that the relation of endo- 
carditis to scarlet fever was not agreed on. He had 
discharged cases diagnosed as scarlet fever but with 
negative throat-swabs and thought that in this way 
he had reduced the return-case incidence. 

Dr. D. 8S. SUTHERLAND (Manchester) had found that 
the incidence of puerperal fever and erysipelas 
increased with that of scarlet fever. He doubted 
whether statistics of scarlet fever took rhinorrhea 
into consideration although clinically it delayed 
patients’ discharge and affected the return-case 
incidence. Cases of scarlet fever should be isolated 
from each other; they might be nursed in glass 
cells in a general hospital. In this way the 
patient would benefit from the specialist attention 
available, and the students would benefit from the 
clinical material. He had found ultra-violet light 
successful in treatment, but he still used serum a little. 

Dr. G. C. Witti1aMs (Oxford) mentioned that in a 
large boys’ school in his care an outbreak of scarlet 
fever with a high incidence of mastoid disease had 
occurred, where the streptococci had all been type V. 

Dr. MARGARET SHARP (Bradford) said that when 
she had tried putting the cases of a streptococcal 
outbreak in one block the patients seemed to keep 
reinfecting each other. The problem had _ been 
difficult and the medical officer of health had not 
liked her to disperse the patients to their homes. 

Dr. BREWER agreed with Dr. Rolleston that the 
relation of streptococci to rheumatic endocarditis 
was not proved. He thought that the increased 
severity of scarlet fever reported by Dr. Peters was 
affecting much of the west country. 


SECTION OF OPHTHALMOLOGY 
Mr. P. E. H. Apams (Oxford) presided over this 
section, and at its opening session a discussion on 
Tubercle Bacilli as the Cause of Obscure 
Diseases of the Eye 


Mr. F. A. WHILLIAMSON-NOBLE 
The tuberculous origin of obscure ocular 


was opened by 
(London). 
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diseases was, he said, emphasised more strongly on 
the continent than in this country or the United 
States, but lately the continental view had been 
gaining ground. There were a number of conditions 
which might be called “‘ honest tuberculosis ’’ of the 
eye ; the dispute did not concern these but concerned 
an almost endless list of clinical entities in which 
the evidence was conflicting. Some forms of deep 
keratitis, superficial punctate keratitis, retinal haemor- 
rhages, perivasculitis, retinitis proliferans, angioid 
streaks, retrobulbar neuritis, and thrombosis of the 
central retinal vein had to be considered among 
others. With the clinical evidence conflicting, he 
thought it best to confine himself to general principles. 


Experimentally, the work of Finnoff, elaborating 
the observations of others, was of fundamental 
importance. Finoff had shown that in rabbits 
tuberculous lesions in the eye could be produced not 
only by the injection of living tubercle bacilli into 
the carotid arteries, but also with dead bacilli. The 
question this work raised’ was whether the lesions 
produced were bacterial in origin rather than toxic 
or allergic. That a prepared soil played a large 
part was shown by the experiments of Ohmart who 
obtained tuberculous lesions by injecting bacilli into 
the ciliary body but obtained a much more virulent 
lesion if the animal was first made hypersensitive 
by the introduction of tubercle bacilli into other 
parts of the body. The complexity of the problem 
was still further emphasised by the work of O’ Rourke 
who obtained epithelioid tubercles, with or without 
giant cells, by the injection not of the bacilli them- 
selves but of lipin proteins extracted from them with 
petroleum ether or with alcohol. The defatted 
tubercle bacilli left in the residue were extremely 
toxic, killing most of the rabbits into which they were 
injected and producing in survivors a violent inflam- 
mation of the eye, which in no way resembled 
tuberculosis. Whilst there was much experimental 
evidence on the tubercle bacillus as a potential source 
of ocular lesions, clinical records in sanatoria did not 
seem to indicate that eye complications were common 
in frank tuberculosis, and yet it was the feeling of 
many competent observers that the records of sana- 
toria could not be taken as dismissing the tubercle 
bacillus as the responsible factor for -much ocular 
disease. For some time Prof. Meller of Vienna had 
been teaching that sympathetic ophthalmia was a 
tuberculous lesion. Apart from other evidence, the 
finding of Loewenstein, by his special technique, of 
tubercle bacilli in the blood in 14 per cent. of 132 
cases of spontaneous uveitis was of significance and 
would seem to indicate that a transient tuberculous 
bacillemia was not uncommon. In fact Loewenstein 
held that such a bacillemia was often present in 
clinically healthy people. 


The whole difficulty in evaluating the significance 
of the tubercle bacillus as a factor of obscure eye 
disease centred round the difficulty of demonstrating 
latent tuberculosis in clinically healthy people. The 
limitations of the Mantoux test in adults were well 
known, and the results that the speaker and his 
collaborators had obtained at St. Mary’s Hospital 
with the Vernes test, an empirical complement- 
fixation test for tubercle, were somewhat suggestive. 
The test was probably more valuable in its negative 
than in its positive aspects. Attempts had been made 
to determine the significance of the tuberculous factor 
in ocular diseases by a study of the effects of tuber- 
culin, but this approach, too, had its difficulties and 
fallacies. First, there was the inherent tendency of 
the patient to get well spontaneously. Secondly, 
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there was the possibility that any improvement 
induced by tuberculin was not of a specific character, 
and there was much evidence that the administration 
of tuberculin increased the resistance to organisms 
other than the tubercle bacillus. This was shown 
clinically by the relative absence of pyogenic infection 
in tuberculosis sanatoria, and experimentally Sir 
Almroth Wright had produced evidence of the 
same kind. 

A critical survey thus left one with few criteria 
by which a decision could be reached, and in obscure 
eye diseases Mr. Williamson-Noble was inclined to 
attach most importance to reactions, both local and 
general, following tuberculin injections. Used with 
caution tuberculin should not be dangerous, whilst 
it might do much good. 

Turning to the mode of action of the tubercle 
bacillus, the speaker said that the evidence for the 
actual lodgment of living bacilli in the eye was 
scanty ; of the two other alternatives, toxemia and 
allergic reaction, he thought the second was better 
supported by the evidence. Reviewing work done 
recently at Johns Hopkins University on the relation- 
ship of allergy and immunity, he brought out the 
fact that the loss of allergy does not necessarily 
deprive the immunised animal of its immunity. In 
fact the evidence was the other way round. To his 
mind the tuberculous lesion of the eye was probably 
the result of some such sequence as the following : 
the healed tuberculous focus lights up; tubercle 
bacilli are disintegrated because the patient has 
acquired immunity; and an allergic eye reaction 
follows, because the patient, besides developing 
immunity to the tubercle bacillus and its decom- 
position products, has also become hypersensitive. 


Sir Stewart DuKE-ELDER (London) compared the 
problem with that of ocular lesions ascribed to focal 
sepsis. Both in focal sepsis and in tuberculosis no 
organisms could be isolated from the eye; yet in 
both there was evidence of a transient bacteremia. 
Thus the work of Loewenstein tended to show the 
presence of the tubercle bacillus in the blood, whilst 
the work of Okell and Elliott! showed that in dental 
sepsis streptococci could be found in the blood 
stream. The question was, how did those organisms 
act? The earlier explanation of a selective affinity 
of some organism of the eye was not satisfactory : it 
was more likely that the eye showed a hypersensitivity. 
The assumption of an allergic state was supported 
by a considerable amount of experimental work and 
materially helped to explain these obscure lesions. 
The rational treatment of the obscure eye lesion 
possibly due to the tubercle bacillus was therefore 
desensitisation with tuberculin. 


Dr. 8. R. GLoyNne (London) spoke as pathologist 
to a chest hospital. He remarked that there were 
almost no records of the prevalence of ocular disease 
as a complication of tuberculosis at autopsy, while 
the records in animals were only a little less meagre. 
He classified the lesions as follows: (1) rare lesions 
suggesting the eye as a portal of entry; (2) those 
of hematogenous origin; (3) those following direct 
extension from the brain or meninges ; (4) destructive 
disorganising disease of the orbit; and (5) lesions 
suggestive of allergy. The majority were probably 
hematogenous in origin and fell into two groups, 
(a) those isolated lesions occurring early in the disease 
and tending to become quiescent under treatment, 
and (b) those that were part of a generalised miliary 
tuberculosis. It was one of the difficulties of tuber- 
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culosis pathology that one lesion might progress 
whilst another was regressing. Tuberculo-allergy in 
relation to obscure disease of the eye had also given 
rise to considerable difficulties. In tuberculosis in 
general there were at least two different types of 
reaction, a local reaction round a collection of tubercle 
bacilli and a local reaction apart from the collection 
of bacilli. Dr. Gloyne also quoted the high percentage 
of positive findings obtained by Loewenstein in his 
tubercle blood cultures from eye cases. He pointed 
out that there have been serious criticisms of the 
technique and that the method has only given these 
positive results in the hands of Loewenstein and his 
co-workers in Vienna. 

Mr. Jameson Evans (Birmingham) confined his 
remarks to recurrent retinal hemorrhages in 
adolescence, dealing mainly with Eales’s disease. 
The cases originally described by Eales showed, 
he said, a clear-cut entity: all the patients were 
youths (14-20); all were troubled with constipation ; 
all had high arterial tension but no renal disease 
all had epistaxis; and in all but one case the left 
eye was affected. In Eales’s cases the retinal vessels 
were tortuous and distended in both eyes; the 
hemorrhages were roundish and diffuse, and in only 
one case were they striate. Recurrences were 
common and there was never any constitutional 
disease to account for the retinal lesion. Mr. Evans 
was inclined to agree with Eales’s original explanation 
that the hemorrhages were secondary to increased 
blood pressure owing to stimulation of the splanchnic 
nerves ; there were local symptoms arising from the 
alimentary canal and compensatory dilatation of the 
peripheral terminal vessels leading to hemorrhages 
in the ill-supported capillaries in the nose and eyes. 
It was also possible that endocrine dysfunction 
associated with the developmental changes of puberty 
and adolescence, and perhaps also vitamin deficiency, 
were factors. Some cases were undoubtedly tubercu- 
lous or septic. The tuberculous cases were usually 
associated with latent tubercle, and the septic cases 
with apical dental infection. Here there were likely 
to be inflammatory reaction such as periphlebitis and 
choroiditis, followed by proliferating changes in the 
retina and vitreous leading to detached retina. He 
therefore did not regard them as true examples of 
Eales’s disease, and thought that the term should be 
confined to the narrower group indicated by the 
original observer. 

Dr. W. Strospie (Oxford) thought the value of 
tuberculin in the diagnosis of the obscure eye lesion 
had been exaggerated. He agreed with Mr. 
Williamson-Noble that the most positive evidence 
was a focal reaction around an old lesion, and he 
also agreed that the danger of such reactions were 
overrated. Ocular lesions in open tuberculosis were 
certainly rare and the patients coming to eye 
hospitals with suspected tuberculous eye lesions 
generally appeared in good health. In such cases 
X ray examination was very valuable. 

Mr. M. H. WuitinG (London) pointed out that the 
clinical diagnosis of ocular tuberculosis nearly always 
lacked the definite support that laboratory and post- 
mortem examinations gave to the diagnosis of general 
surgical and medical tuberculosis. This explained 
why there was such a wide divergence in the views 
of different observers. The fact that some cases 
improved under anti-tuberculosis treatment, while 
others did not, provided support for neither school. 
He himself attached considerable importance to 
tuberculosis as a factor in eye disease and he thought 
that one form of iritis could be diagnosed clinically 
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as tuberculous. This form showed a chronic course 
without remissions, tending either to recovery or to 
complete blindness. 

Mr. R. L. Vottum, D.Phil. (Oxford), spoke on the 
significance of the Loewenstein technique. He thought 
that though the methods employed by Loewenstein 
had much to recommend them, the interpretations 
were open to serious objections. 

Mr. ARNOLD Sorssy (London) spoke of his findings 
on phlyctenular keratitis at White Oak Hospital. 
He was able to confirm the reports by various 
observers as to the high incidence of positive tuber- 
culin reactions in children with phlyctenular lesions. 
In his own series, children under six gave positive 
reactions in 70 per cent. of cases. The X ray evidence 
also showed a very much heavier incidence of 
suspicious lesions in the chests in such children as 
compared with a control group of children with 
blepharitis. The after-history of the cases treated at 
White Oak Hospital showed an incidence of clinical 
tuberculosis ten times as high as in a corresponding 
age-group of the normal population. 

Sir JaAMes BARRETT (Melbourne) drew attention 
to the great decline in the incidence of both tuber- 
culous and phlyctenular lesions. He did not think 
that the phlycten was a manifestation of tuber- 
culosis; he regarded it as a result of a protein 
deficiency. The changes in social conditions rather 
than medical measures were responsible for the great 
improvements that have taken place.—Mr. J. GRAY 
CLEGG (Manchester) described a tuber- 
culous iritis with massive granulomata,—Lieut.- 
Colonel E. O. G. Kirwan (Calcutta) said that 
in Bengal and Calcutta ocular tuberculosis was 
uncommon, though pulmonary tuberculosis was not 
infrequent. Phlyctenular keratitis was a common 
affection, and cleared up quickly under general 
treatment.—Mr. James CraiG (Belfast) recalled two 
cases—one of phlyctenular keratitis, the other of 
uveitis—which improved remarkably when an inter- 
current affection with high pyrexia occurred. He 
thought the subject deserved fuller consideration. 

Dr. L. MrrcuHety (Melbourne) thought that phlyc- 
tenular conjunctivitis responded well to treatment 
by vitamins, and advocated the touching of isolated 
phlyctens with 2 per cent. silver nitrate solution 
applied on swabs.—Dr. G. W. Harty (New Zealand) 
said he did not see much ocular tuberculosis, but the 
Maori people were prone to a peculiar form of tuber- 
culous episcleritis which responded well to guaiacol 
carbonate grs. 5 t.d.s. administered by mouth in 
capsules.—Mr. G. T. W. CasHELL (Reading) drew 
attention to the uveo-parotid syndrome. A case 
that he had observed showed histologically a typical 
tuberculous reaction in the parotid gland. He had 
found Krysolgan useful in treatment.—Mr. D. V. 
Girt (Eastbourne) advocated the use of Tebeprotin 
as a most satisfactory form of tuberculin treatment. 
In this he was supported by Mr. A. Pavin (London). 
—Dr. W. Camac WILKINSON (London) thought that 
tuberculin treatment in ocular lesions gave excep- 
tionally gratifying results. 
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RoyAL DEVON AND EXETER HoOspiTAL. — The 


financial situation here is giving rise to anxiety, the 
excess of expenses over receipts being something like 
£3000 a year. The opening of the new wing will add an 
extra expenditure of £2000 annually, and the hospital 
does not receive as much support from Exeter and the 
county as it should. Patients’ contributions help the 
hospital to continue its work. 








436 THE LANCET] 





REVIEWS AND NOTICES OF BOOKS 


[avueusT 22, 1936 











The Endocrine Organs in Health and Disease 
By Sir Humpury Davy Rotieston, Bart., 
G.C.V.0., K.C.B., M.D., Hon. D.Se., D.C.L., LL.D., 
Emeritus Regius Professor of Physic and Honorary 
Fellow of St. John’s College, Cambridge; some- 
time President, Royal College of Physicians of 
London. London: Humphrey Milford, Oxford 
University Press. 1936. Pp. 521. 36s. 

THE progress of scientific knowledge is so rapid 
that we seldom pause to reflect on the achievements 
of our forefathers. The student of to-day has his 
time so fully occupied that he can scarcely afford 
to allow himself to digress from the main road of 
‘‘examination medicine,’ and the fascinating study 
of medical history is gradually becoming the hobby 
of the medical dilettante rather than an essential 
part of the education of the cultured man of science. 
Medicine must fall into line with the general tendency, 
but some may feel that research has lost much of 
its romance; gone is the dreaming of future dis- 
coveries, gone the contemplation of past achieve- 
ments ; for the modern generation has little time 
to pay respect to its contemporaries, and less to 
venerate its predecessors. Gone also is much of the 
mastery of words. 

In the present volume we find combined the three 
atiributes whose loss we have just deplored; it is 
the romantic story of a subject still in the hands of 
the research worker told from the historical point 
of view by an author whose eminence is not only 
universally recognised by his juniors but whose 
exposition of medical subjects places him in the 
company of Clifford Allbutt and Osler. The book is 
the outcome of the delivery of the FitzPatrick lectures 
on the History of the Endocrine Organs at the Royal 
College of Physicians in 1933 and 1934, a lectureship 
which is devoted to the history of medicine ; and it 
is written from three points of view, as a biography 
of the pioneers whose discoveries are milestones in the 
progress of endocrinology, as a bibliography which is 
extensive and selective enough to be of real use to 
those specialising in the subject, and as a review of 
contemporary knowledge. Sir Humphry Rolleston 
has wisely refrained from a critical consideration of 
the evidence available, contenting himself with a 
clear statement of the relevant facts and theories. 
A review of such a large and intricate subject is a 
laborious and ambitious task, which could be suc- 
cessfully accomplished only by a man of wide 
learning. Its success is evident; the author” has 
succeeded not only in producing a valuable work of 
reference, but also a book which is interesting and 
pleasant to read. It is the most complete exposition 
of endocrinology so far written by an Englishman. 





Stilling’s Pseudo-isochromatic Plates 

For Testing Colour Perception. Nineteenth edition. 

By Geheimrat Prof. Dr. E. Herter. Leipzig: 

Georg Thieme. English edition obtainable from 

F. Bauermeister, 7, North Bank-street, Edinburgh. 

1936. With 32 diagrams. 22s. 6d. 

Stilling’s test for colour-blindness, devised half a 
century ago, takes the form of coloured plates cleverly 
combined to differentiate degrees of abnormality. 
These plates have now reached a nineteenth edition. 
Most of them are designed to reveal red or green 
blindness ; others will expose weakness in the blue- 
yellow sensation. Several contain figures which 
are hidden to the colour-blind but plain to the normal ; 
others contain only spots or dots of various sizes 





in confusion colours. The examiner is supposed to 
indicate one of the spots and the subject is required 
to point out which others resemble it in colour. 

The test is certainly convenient; gross defects 
of colour-vision are not difficult to discover. Partial 
defects, which may cause difficulty in distinguishing 
coloured lights in a mist, are not so easy to detect. 
For navigators the Board of Trade now insist on the 
lantern test of Edridge-Green. Now that traffic 
lights are ubiquitous weakness of colour-vision 
becomes a potential danger on the roads. It would 
be interesting to ascertain in how many cases this 
has been a factor in accidents. Certainly tests for 
motor-drivers should be as rigid as those now enforced 
for navigators and engine-drivers. The proportion of 
the male population affected with congenital colour- 
blindness is generally held to be from 3 to 4 per cent. 





Alcoholism in General Practice 
By A. E. Carver, M.A., M.D., D.P.M. Cantab., 
Medical Director, Caldecote Hall; Tuomas Hunt, 
B.A., D.M. Oxon., F.R.C.P. Lond., Physician to 
Out-patients, St. Mary’s Hospital ; and Sir WILLIAM 
Wittcox, K.C.I.E., C.B., C.M.G., M.D., F.R.C.P., 
Consulting Physician, St. Mary’s Hospital. London : 
Constable and Co., Ltd. 1936. Pp. 131. 7s. 6d. 
Dr. Carver begins by discussing the psychotherapy 
of alcoholism, the use of drugs, and -the general 
treatment, including the after-care of alcoholics 
whom he classifies as intermittent, regular, and 
paroxysmal. Treatment, he explains, may be 
domiciliary, institutional, or carried out in a nursing- 
home. Of these, institutional treatment gives the 
best results, but implies that the patient is anxious 
to be cured and willing to coéperate. In the second 
section Dr. Hunt describes the general and physical 
effects of aleohol and their treatment. He holds 
that moderate drinking is probably harmless, but 
sets the upper limit of moderation for the normal 
person at 1} pints of beer daily. In the final section 
Sir William Willcox sets forth the medico-legal 
aspects of chronic alcoholism. The trio of authors, 
who have written independently, have avoided con- 
tradiction and overlapping to a remarkable degree. 
They provide the practitioner with all he is likely 
to want to know about alcoholism. 





William Budd, M.D. Edin., F.R.S. 

The Bristol Physician and Epidemiologist. By E. W. 

GoopaLL, O.B.E., M.D.Lond. London: J. W. 

Arrowsmith Ltd. 1936. Pp. 159. 5s. 

Dr. Goodall was moved to write this book because 
he feels that William Budd deserves a higher place 
in the history of British medicine than has hitherto 
been accorded to him. This pioneer of modern 
epidemiology was born at North Taunton, in Devon, 
in 1811, the sixth child of a family of ten, six of whom 
graduated as doctors of medicine. Of the five 
brothers who went to Cambridge, all became wranglers. 
To stand out as the most brilliant in a family of this 
kind implies ability of a high order. William Budd 
received his medical education in Paris (where he 
almost died of typhoid), at Edinburgh, and at the 
Middlesex and Dreadnonght Hospitals. He also had 
access to clinical material at King’s College Hospital 
where his brother George was physician. After 
qualification he worked for a few years in Devonshire 
but finally settled in Bristol, where he became, among 
other things, physician to the Royal Infirmary. Despite 
a busy life he wrote extensively on such matters as 
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contagion and on the absurdity of the current theory 
of spontaneous generation. His interest in epidemics 
led him to study epizoétics which yielded him much 
valuable information. Ata time when many doubted 
it, he was a staunch upholder of the theory of the 
specificity of infectious diseases, insisting that typhoid 
and typhus were two separate and distinct infections. 
Of the infectious nature of phthisis, also, he was 
firmly convinced. Some may prefer biography of a kind 
more intimate than this, preferring to know more of 
what manner of man the subject was rather than what 
he did; but Dr. Goodall writes with accuracy and 
fairness, and has provided a most readable book. 





Delafield and Prudden’s 

Pathology 

Sixteenth edition. Revised by FRANCIS CARTER 

Woop, M.D., Director of the Pathological Depart- 

ment, St. Luke’s Hospital, New York. London: 

Bailliére, Tindall and Cox. 1936. Pp. 1406. 45s. 

Tus well-known text-book, now more than 50 years 
old, covers practically every subject which is likely 
to confront the student of pathology, even including 
chapters on post-mortem technique and the possible 
lesions in cases of sudden death. As in previous 
editions the descriptions of the individual lesions 
are admirable, and from the point of descriptive 
morbid anatomy the work leaves little to be desired. 
Unfortunately the present edition is unevenly 
revised. In spite of many alterations, the book 
as a whole is not completely up to date. For example, 
no attempt has been made to classify the anwmias 
in accordance with modern teaching, whilst Price- 
Jones’s work on the size of cell and Castle’s work 
on pernicious anemia are not even mentioned ; in 
the section on nephritis no mention is made of 
Dorothy Russell’s work. Under the heading arterio- 
sclerosis there is no clear differentiation between 
obliterating endarteritis and diffuse hyperplastic 
sclerosis; and, moreover, the use of such a term 
as chronic arteritis for all forms of arterio-sclerosis 
is misleading. These sections are a contrast to those 
on muscles, bones, joints, and the nervous system 
in which the text has been thoroughly revised. 

It would be unfair to recommend to students a 
text-book which however, good in many respects, is 
likely to leave him out of touch with current teaching. 
As a work of reference it has value, though for this 
purpose the bibliography could with advantage 
have been revised. The bulk of the references are to 
the early classical writers rather than to modern work. 


English Messiahs 

Studies of Six English Religious Pretenders, 1656- 

1927. By RonaLp Matruews. London: Methuen 

and Co., Ltd. 1936. Pp. 230. 10s. 6d. 

For religious pretenders there would seem to be a 
steady market and the craving for a messiah who 
will liberate the oppressed has manifested itself 
frequently in English history. Here is an interesting 
book about six of these impostors, all pathetic 
victims of self-deception. First comes James Nayler, 
“the Quakers’ Jesus,” who rode into Bristol in 
1656 with women strewing their garments before 
him and crying “Holy! Holy!” and who was 
tried and cruelly punished by the Commonwealth 
Parliament. Released from prison after three years 
and reconciled once more with George Fox, he made in 
Bristol a public confession of his error which brought 
tears to the listeners’ eyes. Next we have Joanna 
Southeott, ‘‘The Bride of the Lamb,” that buxom 
country wench whose mysterious box was only to be 
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opened by 24 bishops ; and Richard Brothers, ‘‘ God 
Almighty’s nephew,” the ex-naval lieutenant who, 
during a brief nine months, captured the popular 
imagination, was then certified insane and imprisoned 
for 11 years to die obscurely 18 years later. Next 
comes John Nichols Tom, ‘the peasants’ saviour,” 
son of a Cornish publican, who was killed in a pitched 
battle fought between his-disciples and the military. 
Finally we have Henry James Prince (‘‘ Beloved ’’) 
and his successor, John Hugh Smyth-Piggott of 
the Agapemone, who died less than a decade ago. 
Mr. Matthews writes with sympathy and psycho- 
logical insight. He handles his subjects in no spirit 
of mockery but with a genuine desire for under- 
standing. In a convincing final chapter, he concludes 
that all six were abnormal and not merely unusual 
persons. At least five of them were true psychotics. 
Joanna Southcott, Brothers, and Tom “ were all 
escaping from hard reality into the dream happiness 
of imaginary worlds.” James Nayler was a 
cyclothymic and Prince a paranoiac with, perhaps, 
“the terminal imbecility of dementia pracox.” 





The Eye and its Diseases 


By 82 International Authorities. Edited by 

CONRAD BERENS, M.D., Ophthalmic Surgeon, 

Pathologist and Director of Research, New York 

Eye and Ear Infirmary. London and Philadelphia : 

W. B. Saunders Co., Ltd. 1936. Pp. 1254. 

TuHIs is an encyclopwdic volume to 
authors have contributed separate articles, some 
brief, others very long. Most of the contributors 
are American, but a dozen or so are British and a 
few are Swiss, German, or Dutch. Anatomy and 
physiology take up about one-eighth of the book. 
In Part II1., which deals with methods of examining 
the eye, modern developments of perimetry are 
explained by H. M. Traquair. The subject of slit- 
lamp examination is given a chapter, but its diffi- 
culties can hardly be overcome without a course of 
practical training. Its importance is illustrated in a 
long article by Basil Graves on diseases of the cornea, 
which is mainly devoted to slit-lamp diagnosis. 
Among other important articles we may mention 
those of Miss Ida Mann on the normal development 
of the human eye and on conditions due to abnormal 
development; R. Affleck Greeves on the general 
pathology of the eye; C. H. Usher on heredity ; 
S. Hanford McKee on diseases of the conjunctiva 
Karl Lindner on trachoma ; and Luther C. Peter on 
motor anomalies of the eyes. In the section devoted 
to operative surgery the editor supplies the first 
article on general considerations: he deals with 
preliminary preparation, equipment, arrangement 
and preparation of the operating theatre, sterilisa- 
tion of instruments, and post-operative treatment. 
Description of the operations commonly performed is 
entrusted to various writers. It is, of course, impossible 
to describe all the modifications that have found 
favour with different surgeons, but recent develop- 
ments are not lost sight of. After referring to current 
procedures for closing the hole in the operation for 
detached retina, Mare Amsler wisely adds: ‘‘ We are 
at present in a period of research and elaboration of 
technique. The exact indications for each method, 
especially in such varying cases of detachment of the 
retina, will best be determined in the light of experi- 
ence and newly acquired information.’ This is true 
in many other connexions included in the operative 
surgery of the eye. However complete a work of 
this sort may appear to be it will certainly need 
frequent revision. 
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Quarterly Journal of Medicine 

THE July issue (Vol. V., No. 
following papers: 

RESPIRATORY EFFICIENCY TESTS IN ASTHMA. By 
James L. Livingstone and Marjorie Gillespie (King’s 
College Hospital). In asthmatics there are found 
diminution of the reserve air, diminished chest 
expansion, and predominantly costal breathing. 
Patients who, after treatment by breathing exercises, 
learn to breathe with their diaphragms, show clinical 
improvement; reserve air and chest expansion 
increase. Measurements of other respiratory func- 
tions do not show parallel changes. 

A ReEvIEW OF RECENT WORK ON WHO OPING- 
coucH. By R. E. Smith (Rugby). The chief con- 
clusions are that Bordet’s bacillus appears to be the 
sole etiological agent ; that vaccines mac» from fresh 
organisms grown on human blood give a i ir measure 
of protection, but are of little use in treatment; and 
that convalescentserum promises to be usefulin prophy- 
laxis and attenuation. A school epidemic is described. 

PULMONARY CONGESTION FOLLOWING ARTIFICIAL 
PNEUMOTHORAX: ITS CLINICAL SIGNIFICANCE. By 
Ronald V. Christie (London Hospital). In spite of 
abnormally large respiratory fluctuations in intra- 
pleural pressure, a partly collapsed lung takes in less 
tidal air in inspiration than a normal one. As 
demonstrated in animals, and in a patient with 
bilateral pneumothorax, this observation is held to 
indicate decreased distensibility of the ling, which 
is attributed to capillary engorgement. Similar con- 
gestion occurs in mitral stenosis and in people living 
at high altitudes, and may therefore be an important 
factor in inhibiting tuberculous disease. 


19) contains the 
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THE ROLE OF CALCIUM IN SPONTANEOUS OVER- 
BREATHING TETANY. By C. G. Barnes and R. I. N. 
Greaves (St. Mary’s Hospital). In two cases a slight 
fall was observed during tetany in the cerebro-spinal 
fluid calcium content, which is regarded as an index 
of the diffusible calcium of the blood. 

CHEMICAL AND CLINICAL FINDINGS IN BERI-BERI 
WITH SPECIAL REFERENCE TO VITAMIN-B, DEFICIENCY. 
By B.S. Platt and G. D. Lu (Shanghai). Severe and 
fulminating cases of beri-beri are shown to have an 
increase in the amount of bisulphite-binding sub- 
stances in the blood, running roughly parallel to the 
severity of the vitamin-B, deficiency as judged 
clinically. The increase is due largely to pyruvic 
acid which has been in some cases isolated from the 
blood. Increase of bisulphite-binding substances in 
the blood, especially pyruvic acid, is a known feature 
of vitamin-B, deficiency in pigeons. 

SECONDARY THRUSH OF THE BRONCHI. By J. F. D. 
Shrewsbury (Birmingham). From a close examination 
of published descriptions and cases of so-called 
bronchomoniliasis the author fails to find adequate 
grounds for regarding monilia as a primary pathogenic 
agent. It is a variety of the common thrush fungus, 
and is frequently present in human sputum. Its 
occurrence occasionally in large quantities in the 
sputum, in the absence of oral thrush, is attributed 
to secondary thrush infection of bronchi already the 
seat of some inflammatory process. It may con- 
tribute mechanically to the pulmonary embarrassment. 
Cases are reported in support of this contention. 

THE RAYNAUD PHENOMENA: A CRITICAL REVIEW. 
By John H. Hunt (St. Bartholomew’s). This was 
annotated in our columns last week. 
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A DEVICE FOR INCREASING THE FIELD IN 
GASTROSCOPY 

OnE of the great disadvantages of working with the 
Wolf-Schindler flexible gastroscope is that the upper 
part of the lesser curvature and the adjacent part of 
the posterior wall are too close to the gastroscope to 
allow distinct vision. Since in this area gastric 
ulcer and carcinoma are very common this dis- 
advantage must be overcome by some device. 


FIG. 1.—Gastroscope with balloon deflated. 


FIG. 2.—After inflation. 


Fig. 1 and Fig. 2 show a rubber balloon built into the 
sheath of the gastroscope. If this balloon is inflated, 
as in Fig. 2, the mucosa in contact with it and with 
the lens will be pushed away and the view will become 
clear. I have used this balloon on some 50 recent 
eases and have found it of great help in examining 
the upper part of the lesser curvature and the posterior 
wall, where I have found a few lesions which I believe 
would have been missed without its help. A further 
use of this balloon is in examining the stomata of 
gastro-enterostomies which frequently lie on the 
posterior wall so close to the instrument that one 
cannot seethem. By inflating the balloon and moving 
the gastroscope up and down the stoma can often 


be held at a distance and a good view can be 
obtained. The radiograms reproduced in Fig. 3 
show the degree of displacement which inflation of the 
balloon produces. The increase of air space immediately 
proximal to the lens of the gastroscope is produced 


FIG. 3.—Radiograms of the stomach during gastroscopy (lateral 
Mart al the lower showing the stomach wail raised by the 
oon. 


by the inflated balloon; one was taken only a few 
seconds after the other. The.patient was in the 
left lateral position and the fluid level towards the 
bottom is the pool of mucus which collects in the most 
dependant part of the stomach. 

This sheath has been made for me by the Genito- 
Urinary Company, London. 

H. W. Ropecers, F.R.C:S. Eng., 


Chief Assistant to a Surgical Unit, St. Bartholomew’s 
Hospital, London. 
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EMPTY BEDS AND WAITING-LISTS 


One Sunday last month a young motor-cyclist, 
suffering from traffic injuries which proved fatal, 
was brought all the way from the Isle of Sheppey 
to Guy’s Hospital because his attendant doctor 
could find no accommodation for him in hospitals 
at Sittingbourne, Rochester, Maidstone, or Canter- 
bury. It was explained that the week-end conges- 
tion of holiday vehicles on roads leading to the 
coast helped to fill the Kentish hospitals with 
emergency admissions. A critic went so far as to 
declare that each of the hospitals to which applica- 
tion for a bed had been made in vain ought to have 
fifty more beds to meet the deficiency. This 
drew a protest from representatives of the Kent 
county council which, as part of its functions for 
public assistance, is responsible for administering 
rate-aided hospitals. Voluntary hospitals, they 
said, were admirable institutions, but it was a 
pity that private practitioners were unaware that 
there were public hospitals elsewhere. The Sheppey 
county hospital, not far from the scene of the 
motor-cyclist’s mishap, could (and would) have 
admitted him forthwith. The unfortunate patient 
had been dispatched on a pilgrimage to the distant 
rivers of Damascus when the waters of Jordan 
were available at home. Doctors, it was hinted, 
are reluctant to send their patients to the county 
hospitals. Thus the issue was modified. The 
problem was not only the overcrowding of wards 
by the emergency admission of traffic casualties, 
but also the proper coérdination of voluntary and 
rate-aided hospitals. Local authorities are naturally 
interested because Parliament has enjoined them 
to take counsel with the voluntary hospitals 
in arranging such coérdination, and as the standard 
of public assistance hospitals improves there is 
less and less reason why there should be empty 
beds in one institution and waiting-lists at another. 
Even when the difficulty of sending patients away 
from the circle of their families, friends, and 
neighbours is borne in mind, the problem of adjust- 
ing the number of patients to the number of beds 
should not prove insuperable. 

How large are the waiting-lists? Are they 
increasing and if so why? In an address to the 
British Hospitals Association published in the 
August issue of the Hospital, Prof. Joun Fraser 
gave a few simple figures. He found that 21 of the 
larger general hospitals in Great Britain had waiting- 
lists which totalled nearly 20,000. He estimated 
that rather more than half the patients on these 
lists would be restored to full working powers 
within a reasonable period after discharge, and 
that perhaps two-thirds of them would be persons 
continuing at work meanwhile under mental and 
physical disadvantage. Even from the commercial 


aspect there is evidently a deplorable wastage 
here. The prejudice to health is obvious. Admis- 
sion to hospital from the waiting-list will naturally 
be governed by urgency, and those whose illness 
is chronic, including such conditions as hernia, 
hemorrhoids, hydrocele, and arthritis may have 
to wait months or possibly years, although they 
ought to have speedy attention. It is not comfort- 
able to contemplate the progressive deterioration 
which must ensue, and waiting-lists cannot really 
be defended from the patient’s point of view. 
Prof. FrRasER was able to point out, on the other 
side, that they are extremely valuable to those 
who have to select clinical material for teaching 
or research, and he rightly described them as 
a response to facilities provided at the hospital 
and a mark of public confidence in it. To the 
staff indeed it may be almost as much a matter 
of pride and prestige as the existence of a long 
list of candidates is to a social club. But such 
pride surely is ill-founded if the waiting-list is 
largely the result of antiquated organisation : 
what are we to say about a famous institution 
which maintains a waiting-list although a large 
proportion of its beds are unoccupied every night ? 
It is true enough, as the Hospital remarks, that it 
is impossible to keep beds filled to capacity what- 
ever the size of the waiting-list ; but a system which 
spreads emergency admissions through the wards 
and obliges the sisters to clear beds days in advance 
of a period of “full duty” is clearly inconsistent 
with economical use of hospital facilities. 

After debating with himself whether the waiting- 
list is legitimate Prof. FRASER sums up against it : 
“though the nature of my work leads me to 
sympathise with the ‘ Ayes,’ I feel in my soul 
that the ‘Noes’ have won the day.” In trying 
to reconcile its advantages and disadvantages he 
quotes the case of a hospital that has almost 
solved its problem (1) by limiting the number of 
emergency admissions, late-comers being sent to 
other institutions, and (2) by using a proportion 
of contributions from workers’ organisations to 
establish and maintain a ward for cases of hernia, 
hzmorrhoids, and the like, that need early attention 
but otherwise seldom get it. In the discussion 
of Prof. FRasER’s paper the first suggestion was 
hotly criticised by a hospital officer, Mr. FLowers, 
who is reported as saying that “if the voluntary 
hospital were going to throw over its responsibility, 
or even a part of its responsibility for dealing 
with those emergencies, then it had failed in its 
initial object.” The fact remains that teaching 
hospitals must not be filled up with emergency 
cases, and that the difficulty of the waiting-list 
(in Prof. FRASER’s opinion) is growing more serious. 
No doubt this is partly because medical science 
now has more to give, because the nation is 
becoming more health-conscious, and because 
mechanical transport can bring the sick so easily 
and swiftly to the hospital. But in so far as it 
is merely due to failure in arrangement it is clearly 
intolerable. The public is always hoping for 
advances in medical science, but in the immediate 
future it stands to gain more from reforms in 
organisation. 
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PLAGUE VACCINES AND SERUM 


AN efficient preventive of plague is one of the 
great needs of the tropical world. Lack of con- 
fidence in vaccines prepared from killed cultures of 
plague bacilli has led to trial of living cultures 
(discovered in Java and Madagascar) that have 
lost much of their virulence while retaining their 
power to protect laboratory animals, and these 
attenuated vaccines have now been employed in 
human vaccination over large areas. GIRARD and 
Rosic' of the Pasteur Institute at Antananarivo 
consider that the experimental stage of human anti- 
plague inoculation with living vaccine ended with 
their report (reviewed in our columns last August) 
on the field tests made in Madagascar between 
October, 1934, and February, 1935. These tests 
have been followed by a campaign, carried out 
between last October and February, in which no 
less than 700,000 vaccinations were performed. 
Information so far received is said to confirm 
previous experience, from which the authors were 
able to conclude: ‘‘The number of deaths from 
plague has been reduced by two-thirds among 
those vaccinated compared with the controls, and 
the total number of deaths, from all causes, by 
50 per cent.” It is believed that a culture of 
plague bacilli, suitable for use as a living vaccine, 
should retain a certain strictly limited degree of 
virulence for rodents: the experience of the last 
five years does not suggest that the special strain 
“E.V.” is likely to lose its particular properties, 
but should it do so, the laboratory at Antananarivo 
already possesses three other cultures, whose 
behaviour is similar. In comparison with OTTER’s 
“ Tjiwidej ”’ culture, which has been as extensively 
used in Java as a living vaccine, it appears that 
the E.V. culture is slightly less attenuated, though 
perhaps rather less easy to handle. Preliminary 
tests indicate the Javanese strain to be an immunis- 
ing agent superior to all killed vaccines, though 
slightly inferior to the culture E.V. 

The scarcity of convincing statistical evidence 
in support of anti-plague vaccination with killed 
cultures receives further emphasis from the 
analysis of Dr. Luoyp,? medical director of the 
United States public health service, of such 
vaccinations as have been carried out in North 
and South America since 1900. On the other hand 
the use of a killed, and therefore readily measur- 
able and relatively stable, antigen is infinitely 
preferable to a living culture, and we must hope 
for an increase in the effectiveness of killed 
vaccines through better knowledge of the antigens 
themselves and of their physical properties— 
knowledge which is in fact advancing rapidly 
year by year, almost month by month: It is 
from the study of their properties, by appreciation 
of their delicacy i in the presence of chemical agents 
and under exposure to heat, and through skill in 
separating them from other substances (unim- 
portant immunologically and possibly reaction- 
producing) within the bacterial cells, that progress 
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can be made and should also be sought. Encourag- 
ing reports of such work in connexion with plague 
comes from Kuravcui and Homma of the Hygiene 
Institute, South Manchurian Railway, Dairen, 
and from SokHEY and Maurice of the Haffkine 
Institute, Bombay. The former * have studied a 
“specific immunising fraction” (S.I.F.) obtained 
from the capsular material of Pasteurella pestis. 
Combination of S.I1.F. with metallic salts has 
reduced secondary reactions, and it has proved 
possible to immunise animals with a single dose. 
The §.I.F. is purified by an acid-acetone method 
and so concentrated that 20 units are contained 
in 1 c.cm. (a unit=amount of 8.I.F. corresponding 
with 1 mg. of bacillary bodies, grown at 37° C.). 
Using two doses, each of 20 units, it was possible 
to reduce the mortality in batches of 50 guinea- 
pigs, each under standard conditions of infection, 
from 100 to 49 per cent., while other vaccine— 
presumably containing whole bodies of bacilli— 
only reduced the death-rate to 92 per cent. 
Similar results are said to have been achieved 
using rats, but these have not yet been published. 
Monkeys have also been successfully immunised, 
first by two doses, each of 5 units, of a watery 
solution of 8.1.F.,.and later by single doses, as 
small as 10 units, of an emulsion of S.1.F. adsorbed 
with metallic salts. Adsorption on salts was 
designed to procure slower absorption of the sub- 
stance from the site of inoculation, and therefore 
less reaction and greater immunisation. By a 
flocculation test with specific antiserum S.I.F. can 
be detected in quantities down to 1/16 to 1/20 unit, 
and inoculation of four human beings permitted 
the urinary excretion of the substance to be 
followed. It is suggested that a 20-unit dose 
may be suitable since after that dose the substance 
could be detected on the fifth day only after 
inoculation. It is further claimed that the efficacy 
of a plague vaccine can be estimated by flocculation- 
titration of its 8.I.F. content. Samples of vaccine, 
of, the Haffkine type, grown at 25°C. and at 30°, 
are said to have shown | and 2 units per c.cm. 
respectively. Exact details of the preparation of 
S.LF. are not given, and it is not clear whether 
the experiments with monkeys refer to more than 
8 immunised and 2 non-immunised controls, nor 
whether the question of optimal proportions has 
been taken into account in the titration by 
flocculation of the 8.I.F. content of vaccines. 

A preliminary account of the work of SoKHEY 
and Maurice ‘ raises hopes of a much improved 
therapeutic serum. Previously very few favourable 
results have been achieved unless the injection of 
serum was given before the stage of bacteremia 
had begun. The new serum is produced by the 
immunisation of horses, first by intravenous 
inoculation of living avirulent plague cultures and 
later by injections of virulent cultures and of 
filtrates of broth cultures grown for four weeks 
at 27°C. Under controlled conditions it was 
found that mice could be infected so as to produce 
a 100 per cent. mortality, with a bacteremia 
commencing regularly about 72 hours after infec- 
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tion. The new 
saving 70 to 80 per cent. of such mice when given 
in a dosage of 0-3 c.cm. intravenously on three 
consecutive days, commencing 72 hours after 
infection. Fifteen similar daily doses of other 
available sera could do no more than prolong the 
time of death by a few days. It has been found 
possible to commence serum treatment of half a 
series of patients in Hyderabad. It is not stated 
whether strict allotment of alternate cases into the 
two groups is practised, nor at which stage of the 
disease the serum has been given. So far 3 deaths 
are recorded among 17 serum-treated patients, 
whereas there have been 13 deaths among a 
like number of controls. Further news on this 
experiment is awaited with keen interest. 


CAN A NATION BUY BABIES ? 


THE countries of western and northern Europe 
are now failing to reproduce themselves; they 
are accumulating slowly but surely an increasing 
proportion of persons in the more advanced years 
of life, and their population must soon begin to 
decline unless there is some radical change. In 
the opinion of observers like Kuczryskr,’ falling 
mortality-rates will not suffice to stay the move- 
ment; future population trends will depend 
mainly upon fertility, and increased fertility can 
be brought about only by less birth control. 
Acting on the belief that economic considerations 
lie at the root of birth control, various European 
nations have in the last few years tried to resusci- 
tate their dwindling birth-rates with financial 
incentives, 
as a correspondent relates on p. 450. In our own 
country no very active measures have yet been 
taken, though in granting higher personal and 
children’s allowances to the married taxpayer, 
the Chancellor of the Exchequer remarked that he 
looks on the continued diminution of the birth- 
rate with apprehension, adding that though we 
now seem to have a larger population than we 
can support, the time may not be far distant 
“‘when the countries of the British Empire will 
be crying out for more citizens of the right breed 
and when we in this country will not be able to 
supply the demand.” This appears to be the 
first step towards the construction of a population 
policy for Great Britain. Before that policy is 
developed we may well ask how successful our 
European neighbours have been in their attempts 
to encourage their own “right breeds.” 

With this in mind the council of the Eugenics 
Society set up a committee, with Prof. A. M. 
CaRR-SAUNDERS as its chairman, and engaged an 
investigator to collate the available vital statistics 
and collect further information in France, Belgium, 
and Germany. The investigator, Mr. D. V. Guass, 
has now presented his data in a readable and 
valuable little book.?. For Italy and each of the 
three countries just mentioned he first sets out the 
actual measures that have been taken to stimulate 
the marriage and birth-rates and then assesses the 
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‘effects these measures have 
the most important incentive, so far as immediate 
results are concerned, has been the Act for the 
provision of marriage loans (aimed not only at 
encouraging marriage but at withdrawing women 
from employment and providing places for men), 
a quarter of the loan being cancelled at the birth 
of each child. Other measures include modi- 
fications in the inheritance and income-tax laws 
in favour of large families and the giving preference 
to the heads of large families amongst applicants 
for jobs. In Italy “ repressive ” aimed 
at discouraging celibacy and _ childlessness—for 
example, the tax on bachelors and laws against 
birth control. ‘ Positive’ measures include tax 
exemptions and reductions for large families, 
better and cheaper house accommodation, and 
schemes to reduce the flow of labour from the 
country to the towns. In France and Belgium 
family allowances have come to be regarded as 
possible means of keeping up the birth-rate, but 
Mr. Gass shows that, with the allowances at the 
level paid, the raising of large families still means 
a very considerable drop in the standard of life 
and it is difficult to believe they could have a 
measurable effect on the birth-rate ; in fact the 
cost of bringing up a family is an important factor 
in keeping its size low. The vital statistics avail- 
able suggest that the allowance system has helped 
in reducing infant mortality (though this may 
have been due to the special medical services 
rather than to the actual payments), but with 
regard to fertility the most that can be said is 
that it may have prevented a sharper decline 
than that actually recorded. Neither Italy nor 
Germany show any more pronounced success. In 
the former the birth-rate has declined in nearly 
unbroken sequence from 30-8 per 1000 in 1922 
to 23-4 in 1934, and Mr. Guiass concludes that 
comparing the situation in 1933, after more than 
seven years of campaigning against the decline in 
marriages and births, with that in 1921, it is not 
easy to find any visible results. In Germany a 
distinct rise is apparent in the marriage-rate since 
1933 and in the birth-rate since 1934, and there 
can be no doubt that marriage loans have con- 
tributed to this change. It is certain that they 
were not the whole cause; the passing of the 
economic depression was likely to have a similar 
effect, and may, indeed, have been a major factor. 
There are already indications that the high rate 
of 1934 was only temporary. Complete figures 
for 1935 are not available, but those published 
show that marriages fell off by the beginning of 
the year while from the records of the large 
German cities it is evident that births began to 
drop in September. So rapid a regression does 
not speak well for the new measures. 

Mr. Guass concludes that in none of these 
countries do we really know the basic reasons 
for the continuous decline in the birth-rate. Many 
influences may be at work and, until they have 
been explored and determined, attempts to raise 
it are merely shots in the dark. If there is to be 
any significant increase in the birth-rate of this 
country it is clear that the major part must come 
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says, no action is likely to have a permanent 
influence unless it provides conditions in which 
the working class can bring up children without 
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thereby suffering economic and social hardships. 
On the other hand, the size of families among 
people who are comfortably situated suggests that 
such provision is by no means sufficient in itself. 





OPHTHALMIA NEONATORUM 


Berore the prorogation of Parliament, the Minister 
of Health, in reply to a question by Mr. W. Roberts, 
promised to look into the arrangements made for 
prompt notification of ophthalmia neonatorum. The 
necessity for so doing is illustrated by the report 
for 1935 of Dr. Kenneth Fraser, medical officer of 
health for Cumberland. In that county 10 cases 
were notified during the year, and though 8 of the 
children were cured, 2 had their vision permanently 
impaired. In this infection efficient treatment and 
nursing, if undertaken in time, is almost always 
successful in saving the sight, but if delayed it may 
be too late. Delay may occasionally arise through 
the stupidity and obstruction of parents and this 
happened in one of the two unfavourable cases 
reported from Cumberland. Apart from this, an 
easily preventable cause of failure is delay in noti- 
fication. In country districts this delay is more 
likely to occur than in towns. Notification in the 
first instance goes to the local sanitary authority 
and there is no obligation to forward the information 
except by post. The authority responsible for treat- 
ment is the county council through its maternity 
and child welfare committee, so that it may be as 
much as 48 hours before any measure is initiated to 
secure proper treatment. This delay may be sufficient 
to lead to permanent blindness. Steps therefore 
should be taken to ensure that every notification in 
future is immediate and direct. Although there has 
been improvement of late years the disease is still 
one of the main causes of preventable blindness, and 
we may sympathise with Dr. Fraser who, in his 
report, stigmatises the existing regulations as an 
example of red tape at its worst. It is true that the 
number of children in our blind schools whose blind- 
ness is due to this cause is much less than it was 
twenty, or even ten, years ago, but it ought to be 
just nought. 


INDICATIONS OF OVARIAN DEFICIENCY 


THE menopausal syndrome is the commonest and 
most typical manifestation of ovarian deficiency, but 
the symptoms that compose it may also appear in 
younger women. Schneider * has collected a series of 
67 cases in which women aged 19 to 43 complained 
of exhaustion, emotional instability, backache, head- 
ache, insomnia, pain in the breasts, cramps, hot 
flushes, and loss of sexual desire—symptoms that 
suggest cestrogenic deficiency and are often relieved 
by giving estrin. They are, however, all subjective 
phenomena and consequently the success of any 
particular drug is difficult to assess. In many cases 
such a group of symptoms is temporarily relieved by 
injections of an inert oil, and the psychological 
factor is always hard to exclude unless some objective 
signs can be elucidated. Hormone estimations of 
blood and urine are not yet placed on a satisfactory 
basis, but by their use such cases may be divided 
into two groups. In the first and commonest group 
there is an excess of the follicle-stimulating hormone 
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of the pituitary (the so-called prolan A), cestrin 
being either present in small amounts or absent. It 
is in this group that the symptoms are worst, and it 
seems probable that they are due to an overactivity 
of the pituitary, compensatory to the ovarian 
deficiency. In the second group there is absence of 
both pituitary and ovarian hormones, and these 
cases show chiefly the objective signs of amenorrhea, 
atrophic breasts and genitalia, and seldom com- 
plain of menopausal symptoms. Papanicolaou and 
Shorr? have examined a large number of vaginal 
smears in women with normal cycles as well as in 
menopausal women, and have been able to classify 
the degree of vaginal atrophy, and hence the extent 
of ovarian deficiency, by the histological appearances 
of these smears ; they have also observed the changes 
which occur in the smears from day to day as the 
result of the administration of estrin. By such means 
it is possible to determine which cases require cestro- 
genic therapy, which cases will yield to it, and the 
optimum dose to administer. The vaginal-smear 
technique is simple and if generally adopted should 
become a useful means of investigating the value of 
cestrin in ovarian deficiency. 


THE TOOTH-BRUSH 


Dr. Suk, in an article, gay and sad, on dental condi- 
tions in North Labrador (p. 470), inveighs vigorously 
against the idea that regular brushing of the teeth, 
together with the use of a dentifrice containing 
antiseptics, will give protection against dental disease. 
He is not the first to condemn the use of the tooth- 
brush and to point out the fallacies involved. Most 
dentists with hospital experience see from time to 
time patients with complete immunity to dental 
caries. Usually their mouths are not clean as judged 
by social standards. Stains, tartar, and food debris 
are usually present. Yet the teeth themselves are 
quite sound. In his early days the dentist will 
hopefully ask them how often they clean their teeth. 
Later on in his career he may ask the same question 
with a cynical conviction of what the answer will 
be. Nine times out of ten the answer is never! 
Yet dentists still advise their patients to clean their 
teeth, though with a decreasing assurance of its 
effectiveness against dental disease. But does the 
habit do harm as Dr. Suk believes? The answer 
to this is not easy to state categorically. If an 
individual believes that the regular habit of brushing 
the teeth and the use of some dentifrice containing 
this or that antiseptic will in itself confer immunity 
to dental disease, he is the victim of a fallacy. The 
factors which make for immunity—or susceptibility— 
to dental caries are undoubtedly connected with 
diet, both through its metabolic action on tooth 
formation and its liability to cause food stagnation. 
Given a dietetic environment which favours immunity 
the teeth will remain healthy whether brushed or not. 
Given the conditions which favour dental caries, it is 
highly improbable that the use of a tooth-brush or 
any drug will do much to stave off the progress of 
dental caries. But the dietetic habits of a civilised 
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community are rarely based on pure physiology 
and are peculiarly difficult to alter. The little girl 
in North Labrador, in common with most white 
settlers in that remote region, had bad teeth. The 
dietetic habits of these folk are bad. Tinned foods, 
flour biscuits, sugar, and often little of these, are the 
staple diet well adapted to bring about dental disease. 
By their side live the aboriginal Eskimos who, as 
Dr. Suk points out, have wonderful teeth. But 
this is only true of Eskimos living under the natural 
conditions and subsisting on a diet of-seal, fish, and 
reindeer flesh. It is well known that Eskimos who 
come under the influence of “ civilisation ’’ and acquire 
a taste for tinned foods and sugar soon get decayed 
teeth. But if we are to assume that the cause of the 
prevalence of dental caries in this country is the 
dietetic habits of the English people—and these 
habits being ruled by economic conditions and by 
that considerable factor called taste are little likely 
to change at the behest of the dietitian—does it 
follow that the habit of brushing the teeth is useless 
or even harmful? Perhaps Dr. Suk unconsciously 
provides an answer. He tells us that the Eskimos 
living under aboriginal conditions have teeth which, 
while worn down to gum level through the constant 
chewing of seal skin, are still healthy. The natural 
function of the tooth is to bite, and it is quite possible 
that biting plays as large a part as vitamins in preserv- 
ing the teeth of primitive peoples. The relative 
importance of faulty structure and faulty function are 
undetermined, but it is still arguable that the adoption 
of a detergent diet would in itself go far to make dental 
caries a rare disease. Such a change, desirable though 
it might be physiologically, is not likely to happen, 
and meanwhile the friction of the tooth-brush, reason- 
ably employed, provides a substitute for the detergent 
effect of a ‘natural’ diet. We may concede that 
the artificial friction of a brush is a poor or relatively 
inefficient alternative to active mastication, but it 
does something and on the whole should be regarded 
as a mildly beneficial habit. 


MUSINGS OF A PSYCHIATRIST 


Dr. White’s notable readiness to entertain new 
ideas gives his Salmon lectures! a freshness and 
interest sometimes absent from the reflections of 
elderly men upon the subject to which they have 
devoted their lives. He raises a number of questions 
which agitate not only psychiatrists but physicists, 
sociologists, and philosophers; he is eager to do 
justice to modern trends, as his numerous quotations 
show. In the first lecture, on psychiatry as a medical 
specialty, he shows himself, as ever, a believer in 
psycho-analysis, of which he expects much, despite 
its present doldrums. In the second lecture he speaks 
of the growing economic and social burden of mental 
illness in the United States and the imperative need 
for some less costly way of dealing with it. He 
examines administrative and legal issues and the 
changes in cultural pattern that may be looked for 
in the next generations. The third lecture, on the 
General Implications of Psychiatric Thought, gives 
Dr. White an opportunity of touching on the problems 
of the world which particularly trouble the psychiatrist. 
At times the author seems oddly unaware of what 
others have long thought and said, as in his reference 
to the possible influence of sterilisation upon valuable 
qualities intermixed with undesirable ones. He has 
high hopes of what may be done for civilisation by 
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the use of psychological knowledge : of those major 
threats, which make optimism difficult for Europeans, 


he scarcely speaks at all. 


SOME EFFECTS OF TOTAL THYROIDECTOMY 


THE earlier reports on the results of complete 
thyroidectomy for intractable heart failure were 
naturally concerned chiefly with the effect on cardiac 
symptoms. It is clear, however, that the complete 
removal of a normal ductless gland is a drastic pro- 
cedure, and it cannot be expected to be without 
far-reaching effects on a variety of physiological 
processes. A slight or moderate degree of myxedema 
is the usual and desired sequel to the operation, and 
since its introduction this pathological state has 
been intensively studied under what amounts to 
experimental conditions. By means of observations 
made on each patient before and at intervals after 
the removal of the gland, valuable information has 
accumulated about the biochemical and other changes 
that accompany the development of myxedema, 
such as could never have been obtained in the natur- 
ally occurring disease. A study of some of these 
effects based on 39 cases has recently been published.? 
This series, which included 22 cases of angina pectoris, 
showed on the average a fall in the basal metabolic 
rate from -+-1 initially to — 25 about ten weeks after 
operation. At the same time the blood cholesterol 
is found to rise progressively until, at the time that 
some thyroid. medication is found desirable, the 
initial figure is almost doubled. In a few cases with 
approximately normal basal metabolic rates, the 
blood cholesterol was nevertheless high and, taking 
into account the general findings, it is considered 
that the blood cholesterol is the better indication of 
myxedema. At least it seems unwise to pin too 
much faith on the basal metabolic rate, for as we 
know from observations on toxic goitre, abnor- 
malities in thyroid secretion may occur with little or 
no effect on the rate. The estimation of vital 
capacity revealed no definite change after operation 
in the patients with angina, but in a minority of 
those with congestive failure an increase was noted, 
though not reaching a normal level. Measurement 
of the blood velocity gave some anomalous results, 
showing a diminished rate in some but not in all 
of the anginal patients after operation; where 
slowing was observed an acceleration could be pro- 
duced by thyroid medication. On the other hand, 
in patients with congestive failure who usually 
showed a low pre-operative blood velocity, the rate 
was in general still further reduced after operation, 
but no definite correlation could be made either with 
the initial cardiac condition or with the later 
myxedema, and in one case the velocity was actually 
greater after operation. The estimations of the blood 
content of calcium, phosphorus, protein, iodine, 
and sugar gave no striking results except that an 
increase in sugar tolerance was demonstrated after 
operation in two patients with mild diabetes. Obser- 
vations on skin temperature showed that measures 
which lead to vasomotor relaxation were more 
effective after thyroidectomy, and in two cases with 
gangrene of the legs definite improvement followed 
the operation. Mental retardation has been con- 
sidered to be one of the symptoms of natural myx- 
cedema, but in the induced myxedema there was, 
on the contrary, some increase in mental capacity 
as judged by symbol-formation tests. Another 
important point that emerged was that no anemia 
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has so far developed, though it must be noted that 
the period of observation has been short and it may 
be that the anemia commonly found in spontaneous 
myxedema requires a considerable time for its 
appearance. Finally, no favourable effect on hyper- 
tension could be reported, a finding which might 
be anticipated from the failure of subtotal thy- 
roidectomy to influence accompanying hypertension 
and also from its frequent presence in spontaneous 
myxcedema. 

A new light is thrown on the effects of thyroid- 
ectomy by a close study of 47 patients after operation 
made by certain social and welfare workers.? 
By an interrogation of the patients themselves, of 
their relatives, friends, employers, and private doctors, 
these observers sought to discover exactly how much, 
if any; improvement occurred in their capacity for 
effort, ordinary social activities, and what emotional 
and personality reactions took place. A large 
majority were classified as having increased physical 
capacity and relief of symptoms, the assessment 
corresponding in the main, but with some differences, 
with that made on purely clinical grounds. It is 
considered that psychological considerations may be a 
contra-indication to this form of treatment, in that 
some patients with maladjusted personalities s-1bse- 
quently showed unfavourable emotional reactions. 
These precise observations, apart from placing the 
therapeutic procedure of thyroidectomy on a more 
secure footing, cannot fail to increase our knowledge 
of the endocrines and of thyroid pathology in 
particular. 


THE DRUG TRAFFIC 


As the result of a conference on the suppression of 
illicit traffic in narcotic drugs, summoned by the 
Council of the League of Nations, an agreed con- 
vention has been signed by the delegates of 25 States 
—namely, Austria, Brazil, Great Britain, Canada, 
India, China, Cuba, Czechoslovakia, Denmark, 
Ecuador, Egypt, France, Greece, Japan, Mexico, 
Netherlands, Panama, Poland, Portugal, Rumania, 
Spain, Switzerland, Soviet Russia, Uruguay, and 
Venezuela. The convention essays to give effect to 
the penalisation of illicit traffic postulated by Article 20 
of the Hague Convention of 1912 and Article 28 of 
the Genéva Convention of 1925. The text of the 
draft followed the general lines of the convention on 
the suppression of counterfeit currency of 1929, and 
has been revised to meet difficulties pointed out by 
certain Governments as well as by a committee of 
experts. It binds the high contracting parties to 
enact severe punitive legislation on those engaged in 
illicit traffic by way of manufacture, possession, sale, 
or distribution of narcotic drugs. It also penalises 
the illicit cultivation of the raw materials of the, 
drugs, and provides for the confiscation of any 
instruments used for their production. All such 
offences are to be extraditable. Each contracting 
party engages to set up a central office for the 
supervision of all operations necessary to prevent 
illicit traffic. The final Act seeks to give tardy 
effect to Article 6 of the Hague Convention of 1912 
directed to the gradual and effective suppression of 
the trade in opium “ prepared ” for smoking. There 
is also a recommendation to the contracting parties 
to set up a specialised police service for the purposes 
of this new convention of 1936. 

The attention of the Council of the League has 
again been directed by its advisory committee to 
some 54 clandestine factories of narcotic drugs 
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discovered and closed between 1929 and 1936. Of 
these, 21 were in Shanghai, 13 in Turkey, 4 in France, 
2 in Greece, and 1 in the United States. The Chinese 
Government, by means of the Opium Supervisory 
Bureau at Hankow and the Central Commission for 
the Suppression of Opium in Nanking, is pursuing its 
efforts to arrest the cultivation of the poppy. Mean- 
while the country is drenched with the derivatives 
of opium, and in 1935 190 kg. of heroin, 45 of 
morphine, and 703 of narcotic pills were seized, 
while cocaine continues to be smuggled in from 
Japan and Formosa. Mr. Lyall, chairman of the 
Permanent Central Opium Board and assessor to the 
Advisory Committee, reported that in the single 
district of Changli there were 131 shops owned by 
Japanese and Koreans where morphine and heroin 
were on sale. Other reports disclosed that in Amoy 
there were 323 opium dens and in Foochow 319 kept 
by Japanese subjects. Moreover the Canadian and 
United States representatives furnished conclusive 
evidence of an organised traffic in cocaine and other 
drugs from Japan to the North American continent. 

As regards ratifications of conventions, 53 sovereign 
States are now parties to that of 1925 and 58 to the 
Limitation Convention of 1931. There is little doubt 
that, so far as the licit production of morphine, 
heroin, and cocaine are concerned, this now approxi- 
mates to what are held to be the legitimate require- 
ments of these drugs. Of 42 Governments who have 
vouchsafed their views on the desirability of pro- 
hibiting the manufacture of heroin, 9 are in favour 
of such course, 7 report they have already prohibited 
its manufacture or import, and 12 others favour 
restriction of its use. The United States representa- 
tive reported the advent of a new dangerous narcotic 
known as desomorphine, and the Health Committee 
of the League advised that paracodeine should be 
placed under the same control as codeine. 


SURGICAL TECHNICIANS 


Collegium Armamentarium Chirurgorum Britannia 
—these words, seeming the more idiomatic in their 
Latinity because of their inverted arrangement, 
might at first convey the cryptic message that the 
College of Surgeons is the arsenal of Britain. They 
are to be found on the frontispiece of a thirty-shilling 
volume which publishes in some 70 pages the trans- 
actions and rules of the newly incorporated Institute 
of British Surgical Technicians. When the founder 
fellows and licentiates, described as the cream of 
the profession, met last May, their chairman explained 
that Armamentarium was of course the permissible 
contraction of Armamentariorium—an unhappy word 
which scholars may be content to sée curtailed. He 
interpreted it as including those technicians who, in 
conjunction with the surgical and medical profession, 


design and produce the tools and appliances required © 


in that profession—the steel instruments of the 
surgeon, the operating tables and theatre equipment, 
the artificial limbs and all other similar things which 
the surgeon needs for his patients. Let us not take 
the philology too heavily, nor the newly incorporated 
institute too lightly. Last March the House of 
Commons debated, but did not adopt, Mr. Duck- 
worth’s Medical and Surgical Appliances (Advertise- 
ment) Bill. The Surgical Instrument Manufacturers’ 
Association was active in the amendment of the Bill 
which, as first drafted, would (it was said) have closed 
down many of the firms in the surgical appliance 
trade and would have diverted their business to 
other hands. The Government departments are 
represented as clamouring for the creation of a 
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properly certified body of surgical technicians which, 
among other advantages to be gained, could be 
mentioned in any future legislation. The surgical 
technician is to be put on a level with members of 
chartered institutes—a status which the complicated 
and difficult business of his profession is said to 
demand. The §8.I.M.A. and the I.B.8.T. are different 
bodies, but the members of the former have been 
active in building up the latter. The new institute 
hopes that the surgeon will look upon its members 
as efficient to carry out his work. He is to be 
assured that he is dealing with men who are both 
ethically and technically qualified for his purpose. 
The institute is ambitious to obtain recognition 
from the Royal College of Surgeons, and thereafter 
to induce the medical profession to put their work 
with firms who employ holders of the institute’s 
diploma. The institute has its binding ethical code, 
Its members are never to assume the status of persons 
who claim to have surgical or medical knowledge ; 
they are never to advertise that they are in a position 
to cure any human failing or physical ill; they are 
to work for the relief of the sufferer, and in collabora- 
tion with the surgeon and the physician. They 
are not to call their premises a clinic or to recom- 
mend any drug or patent medicine. They are not 
to criticise the technique of their fellow-members. 
They must not solicit work or hawk appliances from 
door to door. They must in all professional matters 
act in a fiduciary relationship towards their clients. 
The institute has worked out its scheme of education. 
The juveniles will join a junior techical school. At 
18 years of age the students will take a three-year 
course on two evenings a week at the Chelsea Poly- 
technic, the curriculum including mechanics, anatomy, 
chemistry, metallurgy, physiology, surgery, patho- 
logy, and pharmacology. As its official seal the 
institute will have a shield, heraldically expounded 
as argent on a cross gules, white squares to signify 
the cleanliness of surgery, and a torch and serpent 
as the respective emblems of knowledge and wisdom. 
Round the seal will run those Latin words with 
which we began. Thus yet another vocation seeks 
in a voluntary system of registration and self-discipline 
a substitute or a foundation for statutory recognition. 


“ BISMUTHIA” 


Lueth and his associates! report a generalised 
discoloration of the skin, resembling argyria, following 
prolonged use of bismuth by mouth. Their case, they 
believe, is the first of its kind to be described. Care 
was taken to exclude other causes for the pigmenta- 
tion, and chemical analysis of excised portions of 
skin seemed to prove that bismuth was really 
responsible. The patient’s face, which is portrayed 
in colour, had an extraordinary deep blue-grey 
appearance with a definite metallic sheen; the 
oral mucous membranes are described as being a 
deep indigo-purple-black. His natural complexion 
had been fair with light reddish hair, and the pigmenta- 
tion developed after taking a mixture of bismuth 
subnitrate and camphorated tincture of opium over 
a period of nearly two years for the relief of pain 
due to duodenal ulcer. The mixture consisted of 
bismuth subnitrate, grs. 20 (1-2 g.), with enough of 
the tincture to make one drachm; and the patient 
often swallowed as much as four ounces daily. 

Ingestion of the less soluble salts of bismuth is 
generally assumed to be harmless; yet deaths from 
bismuth poisoning have been reported. The use of 
bismuth subnitrate in paste for packing into sinuses 
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may produce toxic symptoms, oral pigmentation, 
and a blue line on the gums; even deaths from this 
form of bismuth therapy have been recorded.2 On 
the other hand, the intramuscular injection of bismuth 
in the treatment of syphilis has seldom given rise 
to trouble. 


THE POLICE SURGEON 


At a Southwark inquest last week death was 
found to have been due to choking in the attempted 
swallowing of a piece of meat. The deceased man’s 
widow said that she sent for three doctors; as none 
of them arrived within an hour, she sent for a police- 
man who called the police surgeon. The coroner, 
Mr. Douglas Cowburn, remarked that it was a pity 
that, when doctors were out, people did not at once 
go for a policeman who could summon a police surgeon. 
The observation seems to have been construed as 
suggesting that the police surgeon was available in 
all cases of illness and without fee. This would be a 
form of State medical service for which the country 
is certainly not yet organised. In comment on the 
coroner’s remarks, police authorities are said to have 
explained that there were no relays of police surgeons 
sitting in police offices and waiting to be summoned. 
A police surgeon is a general practitioner who has a 
private practice with its own calls upon his time. 
He may also be summoned to deal with arrested 
persons, drunkenness, and street accidents. He is in 
fact as likely to be unobtainable in emergency as 
any other private practitioner. Nor would he be 
any the less likely to ask a fee for his services in such 
a@ case, 


THE EMERGENCY OPERATION IN ACUTE 
OSTEOMYELITIS 


THE urgency of operation for acute hematogenous 
osteomyelitis in children, once the diagnosis has 
been made, is not often disputed. Dr. John C. 
Wilson and Dr. Frances M. McKeever, of Los 
Angeles, have brought forward evidence in favour 
of the view that the immediate operation may not 
be a life-saving measure. Their observations on 
110 children with acute osteomyelitis, coming under 
their care between the years 1928-34, have recently 
been recorded.* Ninety-eight of the children were 
suffering from diffuse bone infection, affecting one 
or more bones of the body, and all required operation 
at some stage of the illness. Some of the cases 
were subacute, localisation of the infection pro- 
ducing subcutaneous abscesses or spontaneous 
sinuses; but the majority were acutely ill, the 
diagnosis and the ultimate need for operation 
being unquestioned. Only the timing of the opera- 
tion was under discussion. Two groups of cases are 
contrasted. One comprising 24 cases, had early 
drainage of the medullary canal—i.e., within seven 
days of the onset of illness. Of these 6 died. In the 
second group operation was delayed for a period 
varying from seven to twenty-eight days. Three 
of these patients died out of a total of 31. The 
cases in the two groups are strictly comparable in 
that the patients were as acutely and desperately 
ill in the one group as in the other. Not only was the 
mortality considerably lower in the cases in which 
operation was delayed until after the first seven days, 
but these cases also gave a lower incidence of 
metastatic complications—viz., 7 out of 31, as 
compared with 9 out of 24 in the other group. It is 





* Mayer, L., and Baehr, G.: 
xv., 309. v 
* Jour. Bone and Joint Surg., April, 1936, p. 328. 


Surg., Gyn., and Obst., 1912, 











446 THE LANCET] 








doubtful whether operation within seven days is 
strictly to be regarded as emergency operation : 
it is certain that many surgeons would not so regard 
it. They might well argue that some at least of the 
6 deaths in the first group might have been saved 
by immediate operation. Wilson and McKeever 
attribute the lower mortality of the delayed operation 
to the power of the body to localise the disease, and 
to the effect of general treatment in improving the 
resistance of the child. The difficulty of predicting 
the degree of localisation in any manifestation of 
staphylococcal infection is well recognised, and the 
fulminating course of the illness in some cases of 
osteomyelitis would be likely to cause death in the 
first week. In other words, almost all the fulminating 
cases would tend to be operated on early and, having 
a high mortality, would swell the number of deaths 
amongst cases subjected to early operation. The 
fact, however, that of 12 deaths amongst the 98 cases 
of diffuse osteomyelitis 5 occurred within twenty-four 
hours of operation, does suggest that the operation 
itself may have been a definite factor in precipitating 
the fatal outcome. To regard the operation in 
acute osteomyelitis as urgent in the same degree 
as laparotomy in, for example, a case of perforated 
peptic ulcer is probably wrong. Splinting of the 
limb, combined with treatment to combat shock 
and dehydration, will tend so far to improve general 
resistance as to make operation a great deal safer. 
Whether the surgeon should then deliberately await 
localisation of the septic process for a further seven 
to twenty-eight days is another question. To answer 
it, comparison is required of the results of such 
delay with the results of operation within, say, 
forty-eight hours of onset of the disease. 


THE HOME CONTACT IN MEASLES 


Tue exclusion from school of the children of a 
household infected with measles was recommended 
in 1927 by a joint memorandum of the Ministry of 
Health and the Board of Education, and has been 
widely adopted. On p. 457 Dr. Duncan Forbes 
criticises the memorandum and gives good reasons 
for urging its revision. The rate of spread of an 
epidemic in a school, he says, is only slightly decreased 
by excluding home contacts, and within a few weeks 
often all the non-immune have been infected to some 
extent, in spite of this measure. Far more important 
than the doubtful benefits of exclusion is the danger 
of the epidemic being given wider scope by the 
possibly infectious contact being at large among 
the children of the neighbourhood, and particularly 
among those younger children who are at the worst 
age to receive the disease. The infection is carried 
by directly inhaled spray, and only rarely by fomites, 
and in any case, Dr. Forbes believes, it is safer for 
the contacts to be under the constant skilled super- 
vision that is given in the school. Since 1923 home 
contacts in Brighton have not been excluded, unless, 
as is often the case, different members of the family 
attend different and uninfected schools. If the 
weather is cold and wintry or the environment of 
the school unhealthy, delicate children and those 
under 5 may be excluded. This applies also to mem- 
bers of families with children under 3, though the 
adult serum offered to these children should make 
this unnecessary if the offer were appreciated by the 
parents. This system, Dr. Forbes reports, has met 


with considerable opposition from both practitioners 
and laymen, chiefly because it goes against the official 
memorandum, in spite of the evidence that, at the 
least, no harm has resulted. 


By its means, how- 
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ever, he hopes to reduce the mortality and complica- 
tions, for it allows of early diagnosis and treatment 
in the first days of the attack, besides checking the 
danger to pre-school children of uninfected families. 


FRACTURE TREATMENT IN BRIEF 


Our advertisement columns, this week and last, 
contain a welcome announcement. At the Liverpool 
Royal Infirmary from Oct. 12th to 17th there is to 
be an intensive course on traumatic surgery which 
will include lectures, demonstrations, and practical 
classes on the treatment of fractures and joint 
injuries. The 20 members of the course will be advised 
on radiographic diagnosis, on the application of 
plasters and splints, and on the organisation of a 
fracture clinic. The arrangements have been made 
with the idea of helping surgeons who may be called 
upon to take charge of one of the fracture clinics 
now being set up or reorganised at hospitals, and it 
is supposed that many of. these will appreciate the 
chance of seeing a well-established clinic in action. 
The prestige of the Liverpool school ensures ready 
acceptance of its attractive offer. 


HYPERTENSION IN PRACTICE 


Or two recent papers on high blood pressure, 
the first, by A. Carlton Ernstene, reviews the various 
types of arterial hypertension and their recognition. 
The author rightly regards essential hypertension 
(hyperpiesia) as the commonest type, but estimates 
that in 10 per cent. of such cases the patient dies 
of uremia. Since, in uncomplicated hyperpiesia, the 
blow falls primarily on the cardiovascular rather than 
the renal system, this figure is surely too high ; 
for, theoretically at least, no one with hyperpiesia 
should last long enough to die of renal failure; in 
the absence of intercurrent disease, the heart or 
arteries must give out first. There is, moreover, much 
to be said against the classification of essential 
hypertension, according to the ophthalmoscopic 
picture, into benign, intermediate, and malignant 
groups. Most pathologists, and indeed many clinicians, 
hold that these so-called malignant cases are merely 
chronic cases of glomerulo-nephritis and consequently 
not cases of essential but of renal hypertension. 
To say therefore that a benign case may ‘“ become 
malignant’ is merely to shelve the problem of 
differential diagnosis so vital from the point of 
view of prognosis. Ernstene very properly looks 
upon the age of the patient as of more importance 
in differential diagnosis than the actual height of the 
blood pressure, but when he says that extremely high 
pressures are commoner in essential hypertension 
than in glomerulo-nephritis, and that congestive 
myocardial failure occurs in only “a small number ”’ 
of renal hypertensives, many will disagree with him. 
Turning to other conditions in which hypertension 
may be encountered, he refers to urinary obstruction 
and polycystic disease of the kidneys, lead-poisoning, 
coarctation of the aorta, and Cushing’s syndrome. 
The hypertension of pregnancy, he reminds us, may 
be due not only to pre-eclamptic toxemia, but also 
to hyperpiesia or chronic glomerulo-nepbhritis. 

In the second paper * A. B. Walter is concerned with 
an analysis of 205 cases of hyperpiesia met with in 
his practice. Touching upon the xtiology of hyper- 
piesia, he quotes Allbutt’s dictum that the strongest 
causal factor is heredity, both racial and familial, 
citing in support of this the interesting case of female 








1 Cleveland Quart., July, 1936, p. 222. 
* Canad. Med. Assoc. Jour., July, 1936, p. 38. 




















THE LANCET] 


twins who, at the age of 63, showed an equal hyper- 
tension though one had lived an active and the other a 
sedentary life. The commonest age of onset of hyper- 
piesia is not yet accurately known but Walter’s view 
that the bulk of it appears in the fifth decade tallies 
with that of other observers. He finds no evidence 
that the blood pressures of essential hypertensives 
become progressively higher as time goes on and, 
in his series, deaths from uremia occurred in only 
2 per cent., the majority being cardiac or, less 
commonly, cerebral. The importance of the diastolic 
pressure is rightly emphasised: 90 to 95 mm. Hg 
is given as the upper limit of normal accepted by a 
medical insurance institute. Walter would restrict 
the use of the term hyperpiesia to those cases with 
raised diastolic pressures, though he does not specify 
what height of diastolic pressure he regards as 
dangerous. It will be remembered that Allbutt 
himself looked with suspicion on diastolic pressures 
of 90 mm. or over; but nowadays figures a good deal 
higher than that are generally considered compatible 
with long and active life. 


A PREVENTIVE OF POLIOMYELITIS ? 


Simon Flexner has lately reaffirmed ! his conclusion 
that “the only established portal of entry of the 
virus of poliomyelitis into the central nervous system 
of man is the nasal membrane, and especially the 
olfactory nervous areas in that membrane.” On 
this basis Charles Armstrong and Walter G. Harrison 
in America have inquired into the possibility of pre- 
venting the disease by spraying the nose with an 
antiseptic solution, and the United States public 
health service has thought it worth while to issue a 
statement ? describing the method. The spray at 
present consists of a solution of equal parts (0-5 per 
cent.) of picric acid and sodium alum in normal saline. 
At first it is used three or four times on alternate 
days and later weekly, as long as the epidemic lasts. 
Enough of the solution is given for the spray to reach 
the pharynx. The statement suggests that, since the 
method has not yet passed the stage of experiments on 
monkeys, it might be wise to await the results of 
further trials before it is generally used in prophylaxis. 


NERVOUS AND MENTAL SEQUELA OF 
CARBON MONOXIDE POISONING 


In this country carbon monoxide is by far the 
commonest cause of fatal acute poisoning. Indeed, 
it outnumbers in its victims all the other poisons 
combined. The same is true of the United States 
where, according to Martland,* there are approximately 
500 deaths a week due to the gas. The subject is 
therefore of great importance. In non-fatal cases, 
the vast majority experience nothing worse than a 
few days of malaise ; a small proportion are debilitated 
and inclined to be neurasthenic for several weeks or 
months ; and a very few suffer from serious nervous 
or mental sequele. The truth of these facts is attested 
by workers in widely separated countries. The most 
thorough and informative of available recent studies 
of the nervous and mental sequel is that by Shillito, 
Drinker, and Shaughnessy.‘ Other interesting papers 
are those of Christiani,> Petersen,* and Dancey and 
Reed.? Of nervous sequele the commonest is a state 

2 Jour. of Exper. Med., 1936, lxiii., 209. Included in Studies 
from Rockefeller Inst. for Medical Research, vol. xcviii., p. 53. 

* Jour. Amer. Med. Assoc., August Ist, 1936, p. 363. 
* Martland, H. S.: Jour. Amer. Med. Assoc., 1934, ciii., 643. 

* Shillito, F. H., Drinker, C. K., and Shaughnessy, T. J. : Ibid., 
1936, evi., 669. 

Christiani, E.: Med. Welt, 1934, viii., 1469. 
* Petersen, S.: Nord. med. tidsskr., 1935, x., 1507. 


* Dancey, T. E.,and Reed, G. E.: Canad. Med. Assoc. Jour., 
July, 1936, p. 47. 
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of more or less advanced parkinsonism. This is 
as might be expected, since various investigators have 
shown in post-mortem investigations that the most 
conspicuous changes are found in the basal ganglia. 
Hill and Semerak * found lenticular degeneration 
particularly prominent in the brains of 32 patients 
who had died after exposure to the gas. Sayers, 
Chornyak, and Yant * also found gross changes in the 
corpus striatum in experimental studies with dogs. 
At the same time, these latter investigators point 
out that the damage caused by carbon monoxide 
is diffuse and may affect almost any part of the nervous 
system. Thus it is that, although parkinsonism 
may be the most frequent complication, yet other 
very varied neurological conditions have been 
recorded : sensory disturbances, such as skin anws- 
thesia and peripheral motor neuritis; cerebral 
nerve palsies; visual field defects; various flaccid 
and spastic paralyses; and sphincter disturbances. 
The commonest of the mental sequel is a confusional 
psychosis with disorientation, lack of judgment, and 
amnesia. This state sometimes develops after a 
period of one to three weeks of mental clarity, but 
generally it immediately follows the poisoning. The 
psychosis is usually temporary and improvement 
occurs in a few weeks or months, but in some cases 
it remains permanent. The mental disorder tends 
to be combined with the nervous manifestations noted 
above. Hallucinations and delusions have been 
reported, but are much less common than simple 
bewilderment and loss of memory. It must again 
be emphasised that serious nervous and mental 
sequelz are rare, for of 81,659 admissions to New 
York mental hospitals only 39 were cases of psychosis 
due to carbon monoxide.? The chances of a patient 
developing these complications depend mainly upon 
the depth and duration of the poisoning. Most 
patients who have suffered from them were gassed 
almost to the point of death. Often the poisoning 
occurred in the most unfavourable situations, such 
as in suicidal attempts, in alcoholic intoxication, and 
in sleep. The impression that a period of unconscious- 
ness from a large dose of carbon monoxide characterises 
the acute poisoning in all instances in which after- 
effects are serious enough to bring the patient to a 
mental hospital is substantiated by remarks appearing 
in the hospital records, such as “unconscious two 
days,” ‘‘ unconscious four days.” 


MEDICAL UNIT FOR SPAIN 

THE first medical unit to be dispatched by the 
Spanish Medical Aid Committee leaves for Spain, 
via Paris, on Sunday next. Its director is Mr. 
K. W. C. Sinclair-Loutit, and the personnel includes 
four surgeons, six nurses, eight ‘‘ technical staff,’’ and 
three ‘‘ quartermaster staff.” The equipment is 
sufficient for two operating theatres. The address 
of the committee is Kern House, 36, Kingsway, 
London, W.C.2. 


INDEX TO “THE LANCET,” Vor. I., 1936 


Tue Index and Title-page of Vol. I., 1936, which 
was completed with the issue of June 27th, is 
now ready. A copy will be sent gratis to sub- 
scribers on receipt of a post-card addressed to the 
Manager of THe Lancet, 7, Adam-street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 

* Hill, E., and Semerak, C. B.: Jour. Amer. Med. Assoc., 
1918, lxxxi., 644 


* Sayers, R. R., Chornyak, J., and Yant,W.P.: Ibid., 1934, 
cii., 1800. 
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PROGNOSIS. 


A Series of Signed Articles contributed by invitation 


CXI.—PROGNOSIS IN 
II* 


THE prognosis may be conveniently divided under 
three main heads: (1) In infectious contacts (contacts 
with infectious cases) without signs of the disease, 
what is the likelihood of leprosy developing ? (2) In 
those in whom leprosy has developed, and definite 
signs are present, what are the chances of recovery ? 
How long will it take, what are the chances of relapse, 
and will recovery take place with or without 
deformities and disablement? (3) How long should 
treatment be continued after active signs have 
disappeared, and how long should the patient be 
kept under observation ? 


LEPROSY 


INFECTIOUS CONTACTS 

We use this term to indicate those who have 
been in contact with infectious cases of leprosy but 
who have not so far shown any signs of leprosy. 

The factors which determine the danger of contact 
are its closeness and duration, the infectiousness 
of the case, and the age and general health of the 
person exposed to contagion. Thus a debilitated 
adult or a young child may occasionally acquire the 
disease after even short or slight contact with a 
highly infectious case. Undoubted cases are also 
known where dwelling in a house vacated by a leper, 
or use of furniture formerly used by a leper, have 
been followed by the appearance of leprosy. Fortun- 
ately the danger of contracting leprosy in this country 
is now very slight. Besides those who have recovered 
from the milder forms of the disease, there are probably 
about one hundred patients with active leprosy in 
Great Britain at the present day. With few excep- 
tions these have contracted the disease in our colonies, 
or in other tropical countries. Some twelve are in a 
leper home in Essex; the rest live in their own 
homes. There the simple precautions taken are 
sufficient to prevent the spread of infection. 

Leprosy is far less communicable than tuberculosis. 
Chiefly for this reason the former disease in an endemic 
form died out from England centuries ago, while 
the latter is still prevalent. That is why leprosy is 
not a notifiable disease, and thus we have no exact 
figures regarding the few cases that still remain. 

In making a prognosis the most important point to 
be ascertained is the age when contact first took place. 
If this was within the first few years of life, and 
especially if there was prolonged and close contact 
with a highly infectious case, then, even though 
several years may have passed since then and no 
signs of the disease have been noticed, it is possible 
that a generalised infection may have taken place 
which will show itself sooner or later. If the reaction 
to leprolin is strong the prognosis is good; if the 
reaction is negative or weak the prognosis is unfavour- 
able. In such cases careful clinical examination 
with the aid of a suitable light will often reveal 
macules which had escaped notice before ; or careful 
and repeated bacteriological examination of the 
skin or mucous membrane may show acid-fast 
bacilli. 

In healthy adults who have been in contact with 
infectious cases and show no signs, the prognosis 
is as a rule much more favourable. If a considerable 
period has passed since contact took place then 





* Part I. appeared last week. 


definite signs of the neural type of leprosy would 
probably have declared themselves if infection 
were present in the body, but here too the leprolin 
test is of value. 

In adults who are or who have been in a poor state 
of health, the danger of the infection developing is 
much greater. If there is a history of severe or pro- 
longed disease or of other predisposing conditions 
during the interval since contact took place, if the 
sedimentation index is high, and if the reaction to 
leprolin is negative or weak, then a very guarded 
prognosis is necessary; clinical or bacteriological 
re-examinations of the patient may reveal positive 
signs sooner or later. 


PATIENTS WITH LEPROUS LESIONS 


In making a prognosis the important points to 
ascertain are the degree of infection and the special 
and general resistance of the patient to the disease. 
All patients should be divided into resistant and 
non-resistant groups. It is important to go carefully 
into the medical history of the patient especially 
with regard to predisposing causes; the general 
appearance, bacteriological examination, and the 
extent of the lesions may give a clear indication, 
and here again the leprolin and sedimentation tests 
should be used. 

The following Table gives the main distinctions 
between resistant and non-resistant cases :— 

Resistant, 


One or only a few macules, 
with anesthesia to light touch, 
and with pronounced ery- 
thema; thickening and in- 
duration of the s either 
throughout the lesion or at 
the margin. 


Non-resistant. 

More numerous and wide- 
spread and flatter lesions 
without marked erythema- 
tous thickening or induration, 
the margin merging with the 
surrounding skin. Erythema 
less pronounced. Hypo- 

+ ~ gmamaaees is more notice- 


Nerve thickening as a rule 


Thickening and tenderness 
f not marked, 


the sensory or mixed 
connected with the 


Generalised infection of the 
skin is never present, the 
disease of the skin being 
confined to a few macules, 


In advanced cases 
involvement may be wide- 
spread, covering the whole 
body, with no appearance of 
macules, While in some 
of these cases there is 
noticeable thickening and 
nodulation, in others it is 
difficult to recognise the 
presence of disease on 
inspection though bacterio- 
logical examination shows 
widespread infection. 


skin 


Lesions grow slowly or 
remain stationary for long 
periods, often for years, 


New lesions 


continually 
appear and 


macules grow 
rapidly in size and coalesce, 
until almost the whole skin is 
involved. 


Bacteriological examination 
of the sRin shows few or no 
acid-fast. bacilli. 


Bacilli are found in lesions 
of the skin and nasal mucosa 
in greater or smaller numbers. 


os is strong reaction to 


Reaction to — a is 
lep absent or very weak. 


In resistant cases the prognosis is excellent provided 
the patient remains in at least moderately good 
general health. The lesions should disappear under 
treatment in a comparatively short time (a few weeks 
to a few months); and the danger of relapse, once all 
signs of active disease have disappeared from the 
skin and the nerves, is very small, provided that the 
patient’s general health is maintained. ? 

In non-resistant cases the prognosis is much more 
doubtful. If the general health is good, or if under 





THE LANCET] 


suitable treatment it becomes good, and especially 
if the sedimentation of erythrocytes is slow, then a 
favourable though guarded prognosis may be given. 
The period of treatment necessary will, however, 
be much more prolonged. In many cases of low 
resistance a definite prognosis should be delayed until 
there has been time to observe the progress made 
under general and special treatment. The effective 
treatment of complicating diseases, along with the 
carrying out of a strict régime of careful diet, active 
and suitable exercise, and regular habits, is often found 
to bring about within a few months, or it may be in 
one or two years, improvement up to a certain point, 
after which the patient progresses steadily towards 
recovery, though several years may be necessary to 
get rid of ail active signs. 


RESIDUAL TROPHIC LESIONS 


The question of recovery with or without permanent 
lesions and deformity is an important one for the 
patient. The earlier treatment is begun and the more 
carefully it is carried out, the less likelihood is there of 
the development of trophic lesions of the hands, feet, 
and face. Carefully planned physical exercise is very 
important in this connexion. Nerve reaction in the 
ulnar and peroneal nerves, which so commonly 
results in claw-hand and drop-foot, seldom occurs in 
patients with firm well-developed muscles. In most 
cases a certain amount of anesthesia and, if the 
larger mixed nerves have been involved, of trophic 
changes in the small muscles are likely to persist. 
These should not be mistaken for active signs of 
disease. 


PERIOD OF TREATMENT AND OBSERVATION 


The length of treatment and the period of observa- 
tion necessary after the cessation of treatment are 
matters of extreme importance. Treatment is fre- 
quently stopped far too soon, and relapse follows 
causing disappointment to the patient and loss of 
confidence in the treatment of leprosy. 

In non-resistant cases clinical appearances are most 
deceptive. Lesions will often disappear as a result of 
complicating diseases, the depression of cellular 
reaction to M. lepre giving a false appearance of 
improvement. Bacteriological examination should be 
carried out thoroughly and repeatedly till the results 
become negative in smears taken from all parts of 
the body before the disease is declared quiescent, 
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and it should have remained quiescent for at least 
two years before it is declared arrested. Thereafter 
the patient, though he may resume his ordinary 
social life, should remain under observation for 
several years; for though bacilli may be absent 
from the skin and nasal mucosa, they may still 
remain present in the peripheral nerves. Until careful 
bacteriological examination is negative on repeated 
occasions, the patient should observe isolation at 
least as regards his room, furniture, and eating 
utensils. There is probably little danger from his 
travelling in public vehicles, unless he is a highly 
contagious case; but he should avoid having his 
meals with others, except at home where special 
precautions can be easily arranged. He should be 
specially careful to avoid contact of any sort with 
young children. 

In resistant cases the necessary period of treatment 
and after-observation is much shorter. In most of 
them bacteriological examination is negative from 
the beginning or only very few bacilli can be found 
in the lesions. In such cases where careful and repeated 
bacteriological examinations have been consistently 
negative the criteria of quiescence and arrest must be 
based chiefly upon clinical examination: (a) lesions 
are flattened out, so that the finger on passing along 
the surface from the normal skin to the lesion cannot 
detect any raised margin, and the skin picked up 
between finger and thumb feels no thicker than 
the healthy surrounding skin; (b) thickened nerves 
lose their tenderness on pressure or percussion, and 
become reduced to their normal size; (c) no new 
lesions appear, and the original lesions no longer 
increase in size; (d) the areas of anewsthesia, though 
not entirely disappearing, remain stationary in size, 
neither increasing nor diminishing. 

Lastly, in all types of cases and at all stages of 
the disease the mental outlook and equipment of the 
patient are of vital importance. The intelligent 
patient who is full of courage and determination 
to get better stands a much better chance than the 
stupid, lazy, or opinionated one. This is true of 
other diseases, but in none so much as in leprosy, 
in which the justification for mental depression is 
so great, and so much depends on the prolonged and 
persistent efforts of the patient himself. 


ERNEST Moutr, LL.D., M.D., 


Medical Secretary of the British Empire Leprosy 
Relief Association. 








GEOGRAPHICAL DISTRIBUTION OF SYPHILIS 


In a Paris thesis (No. 432) Dr. H. Baudet remarks 
that syphilis has now invaded almost every country 
in the world. The only regions that have so far 
escaped are those which are almost inaccessible or 
have little economic value, and those whose inhabi- 
tants are disinclined to mix with Europeans. 
Examples of this kind are to be found in the Comoro 
islands north-west of Madagascar, the centre of the 
Congo and the Sudan, the mountainous regions of 
the former German South-West Africa, the Mois 
and the mountainous districts of Laos in French 
Indo-China, the Baltas in Sumatra, the country 
districts of Java, the Moluccas and the group of 
islands in Oceania comprising the Marianne, Marshall, 
and Solomon islands, New Guinea, and the New 
Hebrides. Lastly, there are certain countries where 
the disease is only just beginning to appear—namely, 
Guinea, Haute Volta, Gabon, and New Caledonia, 
where the necessity of preventive measures is 
extremely urgent. The introduction of syphilis is 


undoubtedly due to the colonising nations, France, 
England, and Portugal being responsible for the 
syphilisation of their African colonies, while in 
Oceania infection is due to Chinese and Malay 
workmen. Dr. Baudet maintains that it is both the 
duty and interest of the colonising nations to conduct 
an active campaign against syphilis, which with 
tuberculosis and alcoholism is tending to cause 
the disappearance of certain races which are better 
adapted than Europeans for the tropical climate 
and conditions of life. 





NEWCASTLE INFIRMARY.—Mr. Norman Newall, of 
Newbrough Lodge, Fourstones, has given Greycourt 


Riding Mill, and its 20 acres of ground to the 
Newcastle Infirmary for use as a children’s con- 
valescent home. He is ready to bring the house entirely 
up to date and to equip it in every respect at first for 
25 beds; ultimately it may be possible to double that 
number. The Newall family have been great benefactors 
to the Newcastle Infirmary, the late Mr. Newall having 
given £10,000 and Mr. Geoffrey Newall, brother of Mr. 
Norman Newall, has also given a convalescent home. 
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SPECIAL ARTICLES 





RUSSIA TO-DAY 
MEDICINE UNDER SOCIALISM 


(FROM A SPECIAL CORRESPONDENT) 


IIlI* 


Ir the pen is mightier than the sword it is presum- 
ably more powerful than the scalpel. The Russians 
are seldom accused of neglecting propaganda, and it 
is not surprising to find that their war on disease is 
largely waged with pamphlets, diagrams, plays, 
lectures, the wireless, and the cinema. In England 
we are a little half-hearted about “health educa- 
tion’: Dr, Robert Hutchison has warned us against 
implanting the idea of disease on the public mind. 
But Soviet citizens are not considered too sensitive 
to hear pathological facts, and some of the models 
and pictures facing patients in the clinics leave little, 
or too much, to the imagination. One may say of 
them indeed, as Wellington (was it?) said of his 
generals: “I don’t know what effect they'll have 
on the enemy; but by God, they frighten me.” 

In a country where there is nothing more exciting 
in the newspapers than statistics of industrial progress 
the presentation of facts and figures has become a 
fine art. In the Moscow Museum for Protection of 
Mother and Child, for instance, you find yourself 
looking attentively at what seems to be a new 
children’s game, played with coloured balls on rails, 
and you are startled to discover that it is actually a 
chart showing the trend of infant mortality. At a 
neighbouring table helpful advice about baby’s teeth, 
what he should wear, and when he should talk is 
provided in small instalments, with appropriate 
photographs, on large sheets of three-ply wood : 
you read about it for the fun of turning over the 
pages. The propaganda, in other words, is made 
attractive partly by irrelevant and expensive 
mechanisms ; and in a town where the grass in the 
parks needs cuiting and innumerable houses look 
untidy it seems odd. that people should take such 
extraordinary pains with exhibits in a museum ; 
why not make a simple diagram and spend the rest 
of the money on something more urgent? The 
reason is that they think it pays hands down to make 
the public interested in medical affairs. Corre- 
sponding to the health committees of our town 
councils they have health sections of their soviets, 
which give hundreds of thousands of workers and 
peasants an official status in the health services.! 
There are ‘‘ health nuclei” in every factory and on 
every collective and State farm, and the district 
medical officer finds himself supported or stimulated 
by -an active lay committee which meets him 
periodically and holds discussions. The aim is to 
enlist the whole population in the campaign against 
dirt and disease, just as the whole population is 
enlisted in the campaign against poverty; and 
plenty of scope is given to the recruiting sergeant, 
be he doctor or artist. 


VENEREAL DISEASE 


The struggle against venereal disease illustrates 
how the forces of public opinion are trained and 
utilised. Syphilis especially has been a major scourge 





* Parts I. and II. have oqperers in our last two issues. 


‘ Health Protection in the 
London. 1934. 


S8.S.R. By Dr. N. A. Semashko. 


in Russia; the peasants have lived so wretchedly 
that often whole villages are syphilitic through extra- 
genital infection, and the people have had to be 
told the advantages, for example, of eating off separate 
plates instead of a central dish. Prostitution, again, 
has been widespread in the cities, and one of the 
great achievements of the Bolsheviks is that they 
have nearly abolished it by giving women workers 
the same rights as men, by providing. work, by 
protecting maternity and infancy, and by changing 
the laws of marriage and divorce. The professional 
prostitute is considered antisocial, and may be placed 
in a corrective institute where she is encouraged to 
become a useful member of society; but “in the 
U.S.S.R. the fight is waged, not against the individual 
prostitute, but against prostitution as a social 
phenomenon.”’! The success attained is obvious, and 
is reflected in the rapidly dwindling proportion 
of venereal infections for which prostitutes are 
responsible. 

**How are such facts ascertained,” you may ask. 
It is not for nothing that the medical service is 
unified ; and when a patient comes for treatment 
much trouble is taken to detect the source of infection, 
follow its other channels, and ensure that it shall do 
no further damage. As I said before, venereal 
diseases are regarded as diseases like other diseases, 
and nobody thinks the worse of a man because he 
contracts them. But if he knowingly endangers his 
family and friends by failing to submit to treatment 
—that is another matter. Even here, however, the 
emphasis is placed on the positive rather than the 
negative side; the object is to make the patient 
realise how much he stands to gain by cure.2 Only 
if he is stupid or obdurate, and fails to present 
himself at the appointed times, are further sanctions 
applied, and these at first are moral rather than 
legal: they range from further persuasion to the 
actual announcement, in the wall newspaper of his 
factory or workshop, that the man in question is 
suffering from venereal disease, has refused to come 
for treatment, and is a menace to his fellows. Finally, 
if public opinion is ineffective, the medical authorities 
play their ace of trumps and call in the police. So 
far as possible venereal patients are isolated ‘n 
hospital while they remain infective, but they are all 
made fully aware that conveyance of the disease to 
another person is punishable with six months’ 
imprisonment. 

MENTAL DISORDER 


The public is also asked to play its part in the 
management of mental disease. The Russian 
psychiatrist believes in occupational therapy and 
applies his belief by keeping his patient at work and 
at home if he possibly can. Arrangements are 
always made for the patient to have a room to 
himself, and the relatives are taken fully into the 
doctor’s confidence ; while if there are no relatives 
it often happens that a group of neighbours will 
undertake the necessary guardianship. All this work 
is done by the district psychiatric clinic—there are 
eleven of them in Moscow—acting through its medical 
officers, perhaps ten in number, each of whom has a 
subdistrict of his own. These district psychiatrists 
are assisted by nurses of at least ten years’ experience, 


2The remedies in vogue seem to correspond with those 
employed elsewhere: in one clinic they were giving Russian- 
made equivalents of neoarsphenamine and of the French Quinby 
and also mercurial preparations. The Wassermann, Kahn, and 
Meinicke tests were used, but reliance was never placed on one 
of them alone; at least two tests were done for every patient. 
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and they concern themselves not only with the 
patient’s health but with conditions of work or grant 
of pension. 

The mental patient, who may or may not have had 
an initial term in hospital, is thus under continuous 
supervision. If a time comes when he seems to need 
institutional care the district psychiatrist must visit 
the home and discuss the situation with the relatives. 
His decision is final and the patient, if the doctor 
thinks fit, is admitted to hospital. This amounts, of 
course, to certification ; but it does not give rise to 
the same unpleasantness. In the first place there 
is never any certificate of insanity, and the public 
attaches no special significance to mental disorder. 
Secondly, the fear that individual doctors may be 
tempted to lock up a sane man is said to be non- 
existent in a country where there is a comparatively 
little personal property to be sequestrated or 
inherited. A safeguard against improper action 
by the district psychiatrist is the fact that the 
patient must be examined and accepted by two 
other doctors before his actual admission ; if any of 
them should misuse their judgment they could of 
course be brought before a court of law. But the 
final responsibility rests with the man who sees the 
home and knows all the circumstances. After 
admission the patient may improve enough to be 
sent home again, or he may have to be transferred 
to a large labour colony or a hospital for chronic 
mental diseases. In Moscow and its district, for a 
population of about 5,000,000, there are roughly 
8000 beds. 

I asked the director of one of these hospitals what 
he regarded as the special advantages of psychiatric 
practice in the Soviet Union. in his answer he laid 
stress on the continuity of care, on the preventive 
work done in factories and work-places, and on the 
probable diminution in mental and nervous disorder 
under the new organisation of society. It is hoped 
that healthy childhood, early participation in group 
activities, fair conditions of labour, and a rational 
outlook on human relationships will reduce the 
amount of mental suffering. Eugenic measures, on 
the other hand, are considered relatively unimportant. 
My informant held that, broadly speaking, there is 
no scientific foundation for the theory that mental 
disease is hereditary, and he said that the German 
movement in favour of sterilisation is regarded in 
Russia as largely political. He agreed that sufferers 
from mental disorders are often unsuitable parents, 
and explained that a close watch is kept on the 
welfare of their children, who can be removed if 
necessary to institutions where they will get a better 
chance. 


The hospital I visited houses two clinics (one for 
research) and has 200 beds. The buildings are old but 
excellent, and the atmosphere is as friendly as could be 
wished. The principle of the open door is observed, and 
most of the patients have their meals together at little 
tables in pleasant dining-rooms. Occupational therapy is 
given an important place in the scheme of things ; 
psycho-analysis is rarely used, but the doctors do their 
best to “‘get to know” their patients, which is con- 
sidered the first essential. Continuous narcosis is practised 
and thought valuable, Cloetta’s narcotic mixture being 
employed. The clinics are elaborately equipped for 
physical treatment, and here as elsewhere much use is 
made of static electricity and ‘ d’Arsonvalisation.” 
(This clearly has a strong subjective influence on the 
patient, but it is believed also capable of influencing 
disease more directly.) Methods of hydrotherapy included 
stimulant applications such as the Scotch douche, and 
warm baths are sometimes used for soothing excitable 
patients by immersion for as long as 1} hours; the room 


is not darkened, however, as it is for the classical sedative 
**pool”’ bath. The nurses, who are paid 200-300 roubles 
a month, get every fifth day free, and six weeks’ holiday 
@ year. 


THE YOUNG CRIMINAL 


Sensible views on mental disease lead to sensible 
views on crime; and like everyone else who has 
been there, I cannot forbear to describe Bolshevo. 
In the worst years after the Revolution, when young 
Russians were rapidly going to the devil, 15 bad 
boys were taken from prison and put in a small 
country house 17 miles from Moscow. They were 
lent a horse, and materials for woodwork and shoe- 
repairing, and they were told to succeed if they 
could. Following the fashion they vested their 
government in the “ general meeting,” but in course 
of time they got a teacher in to help them. The 
horse was lost or stolen, and the neighbouring 
peasantry—who agreed with Lombroso about inborn 
criminal tendencies—were frightened and _ hostile ; 
but the “‘open colony” of Bolshevo made progress 
and did no harm to outsiders. Till 1927 it remained 
small; they were feeling their way: they refused, 
moreover, to open the commune to girls. In that 
year, however, the underworld prejudice against 
females was overcome and the colony became 
co-educational. A factory was started in 1928 and 
the present prosperity began. Some of the “ com- 
munals ” have brought relatives to live beside them, 
and Bolshevo is now a town of 10,000 inhabitants, 
wholly self-supporting and wholly self-governing 
under an advisory director. 

The new recruits are selected by a receiving com- 
mittee of five, who consider applications and visit 
applicants in prisons and “ closed ’’ colonies. Though 
the supply is running short the committee prefer 
candidates with long criminal records, and since 
acceptance means that all sentences are rescinded 
there is general eagerness to be accepted. On coming 
to Bolshevo the boys and girls—they are mostly 
18 years old or more—are given six months’ proba- 
tion. For the next three years they are full members 
of the commune, and then they come before the 
graduation committee and are passed into a trade- 
union, into the army, or into civil life. This final 
entrance into citizenship is the most remarkable of 
many remarkable features of the scheme. 

During lunch in the central restaurant—there was a 
choice of five good soups—our ex-criminal guide brought 
out an official typewritten letter. ‘‘ That is a nice thing 
to have,” said the interpreter; ‘‘do you know what it 
says? It is from the Central Executive Committee of the 
Soviet Union, and it announces that the comrade’s record 
has been expunged from the archives of the Commissariat 
of Internal Affairs. Henceforward the comrade is a full 
citizen, and henceforward he is permitted to sign documents 
stating that he has never been condemned in a court of 
law and has never been to prison.” 


After Bolshevo the old life is finished. Where 
else in this world can a man be legally born again ? 

In this town of 10,000 there are 4500 members of the 
commune, 500 boys, and 500 girls; the other inhabitants 
are relatives or former members who have stayed on. 
The hospital, for instance, except for the doctor, is staffed 
entirely by people who have served their time. Work is 
demanded of all, but it is work for the same wages as are 
obtainable outside, and for the same number of hours. 
The factories produce, among other things, a large propor- 
tion of the sports gear and sports wear of the Union and 
they prosper so greatly that some workers make as much 
as 1500 roubles a month. 

For everyone, member or relative, education is com- 
pulsory, and brilliance or promise is rewarded with 
scholarships at university, music conservatoire, or art 
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school: no less than 150 of these former criminals or 
delinquents are now studying at colleges in Moscow, 
Leningrad, and elsewhere. In athletics the commune 
achieves immense success; it is building a stadium for 
13,000, its hockey team is second in Russia, and one of its 
members has represented his country in France. Its 
school of acting, where students work full time after the 
first year, is so good that the players appear in Moscow 
theatres. Its principal orchestra has 120 performers, and 
in an All-Union music festival ‘Bolshevo was placed first. 
It has poets, playwrights, and a newspaper. Its members 
may even be admitted—which is thought the highest 
honour of all—to the Communist Party. Three hundred 
have gone out to help in the organisation of labour camps 
and other similar communes, of which, it is said, there 
are already 15 in the Union. 

But what are the rules? Is it really a prison at 
all? The rules are simple: you must support 
yourself, and you may neither drink, nor steal, nor 
gamble. Discipline is in the hands of a conflicts 
committee, which can withdraw leave of absence or 
even order expulsion. As for the quarters, they are 
amusingly arranged so that dormitories are shared by 
people of like hobbies; there are musicians’ dormi- 
tories, acrobats’ dormitories, and so forth. After 
spending a year or 18 months in the colony those 
who prefer domestic life may ask permission to 
marry. The two parties must then come before the 
graduation committee and show that they know 
about the past misdeeds of one or both. The com- 
mittee decide whether the bridegroom is likely to be 
a good family man, and if duly satisfied they give 
the couple a room to themselves. Those who do not 
go through these formalities can marry, or associate 
without ceremony, like everyone else in Russia, but 
they get no home from the community. I could not 
discover the ratio of official to unofficial unions, but 
my guide seemed glad that that there were such a lot 
of fine healthy children in Bolshevo. 


MARRIAGE AND ITS SEQUELS 


Do not suppose, however, from these last remarks 
that Soviet citizens are still light-minded about 
sexual relations. The Revolution, as we all know, 
was followed by a time when the old restraints were 
liquidated * and ‘“‘free love”’ yielded a miserable 
harvest. But such a state of affairs was wholly 
opposed to the ideals and teaching of Lenin and 
other leaders, who constantly spoke of the social 
rather than the individual side of marriage. “We 
are against a profligate or disorderly life,’ said one, 
“because it affects the children”*; and it is the 
rights of the child that have dictated a return to 
closer family ties. 

The casual visitor to Russia to-day notices ; no 
sign of sexual laxity. On the contrary, he will be 
struck by the friendly natural relations between the 
sexes, and nowhere will he see signs of the ‘“‘ wide- 
spread hypertrophy in sexual matters” which Lenin 
complained of and which is still conspicuous in 
bourgeois England. In a country where even the 
statues are beginning to wear bathing-slips the danger 
seems to lie Jess in licentiousness than in a reaction 
towards prudery ; but for the present my own chief 
impression was that loosening of the bonds of 
marriage has made for the mental health of the young 
adult. The main objection to it, from the socialist 
standpoint, is the extreme difficulty of inducing 





*In Russia they “ liquidate ” y Sana Wee the swamps! 


* Soviet Comm and B. Webb. P. 1056. 

* At the mental hospital I asked whether the fear of divorce 
is not a common cause of suffering among nervous patients. 
The answer was No. Even in the Soviet Union, they said, 
divorce is not a mass phenomenon, and in actual fact the 
a that husbands and wives are usually very fond of each 
other. 


unmarried or divorced fathers to pay for the uphoop 
of their children, and it is this difficulty that has 
led to the new law published two months ago. From 
now onwards divorce ceases to be as easy a8 marriage, 
for it involves the payment of increasingly large fees 
(50 roubles for the first, 150 for the second, and 300 
for the third and subsequent separations) ; likewise 
the amount of alimony payable by the father is 
raised (a quarter of his wages for one child, a third 
for two, and half for three or more). No less than 
two years’ imprisonment will be given for non- 
payment of alimony awarded by the courts. 

The cognate problem is that of abortion, and it 
has been treated in the same way. Although they 
thought it better to bring the operation into the 
daylight and require its performance under decent 
conditions by medical men at recognised centres, 
the Soviet authorities have always considered arti- 
ficial termination of pregnancy a social evil, and 
have pointed out its dangers to all applicants. Its 
advantage is that it places \women on the same 
economic plane as men; it is part of their emanci- 
pation. Its disadvantages are its inevitable risk to 
health or life, especially when it is done over and 
over again; its inducement to a promiscuity which 
is antipathetic to the Communist as it is to the 
Christian ; and its lowering effect on the birth-rate. 
The Soviet Government now think that conditions 
have so far improved that abortion can be made 
illegal without driving it underground, and they 
have accordingly abolished all facilities and fixed 
substantial penalties for its performance, except 
where pregnancy endangers life or threatens serious 
injury to health, or where a serious disease of the 
parents can be inherited. Incidentally they assert 
that “‘only under conditions of socialism,’ with its 
freedom from exploitation, its equality for women, 
and its rising standard of living, “is it possible 
seriously to organise the struggle against abortions, 
by prohibitive laws as well as by other means.” 

This government action, however, is by no means 
generally approved, and there was even some doubt 
whether the draft law would be passed. A com- 
petent foreign observer told me that he thought the 
reform would prove premature; for housing is so 
bad, and contraceptives so scarce, that it is unfair 
to Russian women, as individuals, to deprive them of 
the right to abortion. The official argument that the 
new law is framed for the women’s own protection 
would be more acceptable if propagandists—to whom 
everything is right if it is done in the Soviet Union— 
had not. been dinning it into our ears that the opera- 
tion in Russian hands is practically safe. Actually, 
of course, no gynecologist will believe that it can 
ever be so conducted as to evade all possibility of 
harm, and it is not unlikely that occasional disasters, 
under hospital auspices, have made the leaders of 
the medical profession increasingly uncomfortable 
about the whole business. There remains however 
the possibility that the new prohibition springs 
chiefly from a desire, regardless of principle, to 
increase the population faster to meet internal 
demands and external threats. The Government’s 
real intentions will become plain when we know 
whether they are encouraging or discouraging the 
spread of birth control. Preventive methods were 
almost unheard of in the Russia of 1918, and in 
order to secure their freedom from repeated preg- 





*“ No, I do not think abortion will be stopped,”’ said a 
woman may that at a day or two before the edict was published. 
> oth +! that abortion is dangerous, but I do not find this is 

(She had recent reason to be more conscious of the perils of 
childbirth ame she maintained that, even with the pel of creches, 
‘a baby takes two good years out of a woman’s life.’ 
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nancy the women demanded and secured the legalisa- 
tion of abortion. Medical authorities have since 
taught them that contraception is preferable and 
there are exhibits of contraceptives in the welfare 
museums. But it does not appear that birth control 
is widely practised, and if the Government is less 
concerned with safeguarding and ‘‘ emancipating ”’ 
women than with raising the birth-rate it can keep 
ee supply of contraceptives at its present inadequate 
evel. 

Whatever the motive, motherhood is henceforth to 
have every encouragement. If the Russian woman 
must now have her baby she will at any rate get 
56 days’ leave from work before the birth and 56 days 
after the birth—all on full wages. She will be entitled 
to lighter work during pregnancy, and after she has 
borne six children she will begin to receive allowances 
ranging from 2000 roubles a year upwards. It is a 
grand day to-day for those who are already mothers 
of ten. 

MATERNITY 


In some countries, as the Webbs point out,’ 
maternity is treated as if it were a misdemeanour : 
in the British Government services, for instance, it 
is punishable by dismissal; and in England as a 
whole it is always rewarded by a substantial pecuniary 
fine. In the U.S.S.R., on the other hand, the object 
has been to free the mother from any economic 
disability arising from her natural and _ useful 
function. 

The present policy is to ensure that all births 
shall take place in hospital, and the new prohibition 
of abortion is to be accompanied by a vast expansion 
in maternity services, as well as in provision for 
young children. At the same time childbirth is to be 
made less unpleasant by wider use of analgesics, 
and it is estimated that even this year not less than 
300,000 women (out of perhaps 6 million) will get 
relief from pain.* The forms of analgesia adopted 
are evidently various, but I found it hard to get 
details. The much-advertised use of hypnotism has 
been tried only on a small scale, and at the large 
maternity hospital I saw in Leningrad, which is a centre 
of post-graduate teaching, they seemed to put their 
faith chiefly in ether, chloroform, and narcotics of the 
omnopon-scopolamine class. As evidence of their 
success we were shown a room containing about a 
dozen women in labour, and were asked to note how 
quiet it was, whereas formerly the patients often cried 
out. Nitrous oxide gas was used little if at all, but 
good results were claimed for injections of novocain 
into the abdomen itself. In the research department 
the anesthetic properties of electric shock were under 
investigation ; but fortunately this dubious means of 
stunning animals has not yet been extended to 
human beings. 


The hospital itself was a magnificent survival from 
before the war. The arrangement of small antenatal and 
postnatal wards seemed excellent, but there was little to 
suggest a change of political régime except perhaps the 
trolley loads of babies packed like sardines and with 
numbers painted on their foreheads. These babies see 
their mothers only et meal-times, which are much the 
same as in England—five feeds for the normal infant in 
the 24 hours, with an interval from 11 p.m. to 6a.m. As 
in other hospitals I visited, flies had not been successfully 

7 Op. cit. (ref. 4), p. 820. 

* Jour. Amer. Med. Assoc., August Ist, 1936, p. 368. (It is 
a characteristic and rather charming feature of Russian statistics 
that they usually refer to a year not yet completed, or not even 
begun ; we hear more about the achievements of the year that 
is comi than about those of the year that has passed. One 
is reminded of the angler who said to an inguirer: ‘“‘ Well, 
if I catch the one I’m after now, and five more, I shall have 
six ; and that ain’t bad.”’) 
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excluded, even from the ward for premature babies ; 
but the patient’s husband and friends are definitely not 
allowed in. Apparently puerperal women usually lie flat 
in bed, though they may sit up if they like; and I heard 
nothing of regular exercises or massage. Yet the rule is 
to send them home only seven days after the confinement. 
At this point, however, the unified medical service begins 
to show its merits. 

Before discharging any patient the maternity 
hospital sends full particulars to the polyclinic of 
the district where she lives. She is seen, either at 
home or at the clinic, or both, by her district doctor 
and nurse, who make sure that her needs are all 
met. She spends three days in bed, and then takes 
things easy for a time. (In Russia, I understand, 
there is always a grandmother in the offing; but if 
no members of the family are at hand the doctor 
must see that arrangements for domestic help are 
made.) Thereafter for a month the mother has to 
bring the baby to the clinic once every five days, 
and visits continue to be frequent until both parties 
are safely out of the wood. 


WORK 


After the child—the worker. Healthy childhood 
and healthy labour are the particular objectives of 
Soviet medicine. And it must not be imagined that 
industrial hygiene ends with the appointment of 
factory doctors in charge of factory clinics such as 
I described in my first article. It is conceived as 
something far more fundamental, as a_ science 
embracing the whole study of man in relation to 
work. 

Few things in Russia astonished me more than the 
size and potentialities of the Institute for the Hygiene 
of Labour in Leningrad. It is only one of three 
such institutes in the U.S.8S.R., and there are 22 
smaller ones. Yet here was a building with a staff of 
280 (including 140 scientific workers), a clinic and 
hospital of its own, and a budget of 2 million roubles 
a year. It is essentially a research institute, but it 
is closely in touch with the outside world, as may 
be judged from the fact that 110,000 working men 
and women have been examined there since 1924, 
providing data recorded on the most comprehensive 
case-sheets I have ever seen. This might mean 
much or little. But look at the common sense of it. 
This institute with its clinic and 40 beds receives 
every case of suspected industrial poisoning in the 
Leningrad area; and every day 25 workers, on full 
pay, are admitted for biochemical or other tests 
designed to show the influence of their environment 
and the effects, immediate or remote, of their 
occupation. What an opportunity ! 

Within the scope of the institute comes the whole of 
industrial toxicology, bacteriology, physiology, and 
psychology; it is concerned with factory-planning, 
accident-prevention, vocational tests, and the efficient 
use of human minds and bodies. It issues books for each 
trade showing how every task can be performed with a 
minimum of effort and strain; it drafts regulations for 
the conduct of industrial undertakings. And behind its 
conclusions is the research of what seemed countless 
laboratories where they had established “* microclimates "’ 
for the study of environment, fog-chambers for the study 
of fumes, and other elaborate forms of apparatus— 
almost all made in Russia. Some were re-investigating 
the effects of electric shock *; some were engaged in the 


*T asked what treatment for 
recommended and found that it differs little from English 
practice. Coramine is used as a stimulant, and artificial 
respiration is given by Silvester’s or Schafer’s method, according 
to the capacities of the staff, or mechanically with a Biomotor 
if one is available. The instruction is that it shall continue 
until “death patches” appear on the skin or until a doctor 
decides otherwise. 


accidental electrocution is 
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mysteries of chronaximetry or the calibration of light 
waves; some were studying the action of toxins with 
the aid of an artificial! heart which enabled them to 
exclude (and so estimate) myocardial damage; some 
were going in for research on the physiology of vision 
and the influence of illumination on fatigue; and some 
had been using the kymograph to demonstrate the move- 
ments of the diaphragm in health and disease. 


The work done in an institute of this kind may 
of course be good or bad; and it certainly cannot 
be judged by stray visitors. But it is to the credit of 
the Soviet authorities that such work should be 
attempted, and that it should be attempted in this 
ambitious way. 


FOOD 


At the Central Institute for Nutrition in Moscow 
they were measuring the energy requirements of 
various employments, such as coal-mining, and were 
devising diets to meet them. You may wonder why 
the miner should not be left to choose his own food, 
like the rest of us; but that is to misunderstand the 
size of this problem. A scientific outlook—a scientific 
basis—has becume essential when every day tens of 
millions of people have their main meals in public 
dining-rooms.!® Quite apart from the differing needs 
of different trades, comparatively little had previously 
been published about the best ways of preparing and 
cooking food for hundreds and thousands of people, 
and in its pursuit of quality and flavour the Institute 
has had to coédpt experienced chefs who could 
describe and standardise the processes involved. 
With their aid it has now become possible to send 
out lifelike models of the “portion” as it should 
finally appear on the dining-tables of Dniepropetrovsk 
or Vladivostok ; and since bad service of the workers 
is a crime in Russia the cook may be thrown into 
prison if he pays no attention to these hints about 
the artistic side of his job. On the nutritional side 
he will work under the eye of the factory doctor or 
inspector, for whose aid the Institute has evolved 
simple methods of rapid food analy-is. 


Between them the chefs and the chemists are inci- 
dentally discovering important economies. Ten tons of 
mayonnaise is wanted daily in Moscow alone, and it is no 
mean feat to have invented a dressing of similar taste, 
and highly nutritious, that will keep for months and 
costs no more than the salad oil that is one of its con- 
stituents ; likewise there is a gravy powder, made largely 
of fried bones, that remains fresh for a year. Equally 
satisfactory is the prevention of waste in food factories 
such as the one for supplying Moscow with cooked poultry, 
which is to produce ten tons a day this autumn. The 
institute regularly collaborates with agriculturists, in 
choosing, for example, the best kinds of potato for 
general cultivation ; and besides inquiring into the changes 
that food undergoes in cooking it takes charge of preserva- 
tive processes like canning and supervises food production 
and transportation in general. 


A characteristic feature of public feeding in the 
U.S.S.R. is the rapid growth of dietetic dining-rooms 
where the workers get the diet their doctor advises. 
The Central Institute for Nutrition is expected to 
decide what is the right food for ordinary patients in 
hospital and for patients with particular diseases 
(e.g., rheumatism), and it has 120 beds at its disposal 
for the necessary investigations. In London you can 
study disease, but you can’t ‘‘ waste ’’ good beds on 
people who are not actually ill. In Moscow, on the 


1° Le Gros Clark and others last year made a careful study 
of | =~ feeding in the Soviet Union, and their report may be 
ha 


from the Committee Against Inutrition, 19c, Eagle- 
street, London, W.C.1. See also an abstract of a lecture by 
Mr. Clark in THE LANCET (1936, i., 699, 876). 
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other hand, they can admit healthy men, women, 
and children (who are paid appropriately) and study 
their metabolic variation and their reaction to 
different diets. The Institute of Nutrition (soon to be 
merged with the huge All-Union Institute of Exper- 
mental Medicine) is in fact an institute for research, 
not merely an annoying accessory to treatment of the 
sick. And its work on the nutrition of man goes far 
beyond the bedside and the laboratory, so that we 
find expeditions going out into the burning south or 
frozen north to study the relation of diet to climate— 
a matter of importance both to the natives and to 
the Red Army. 


In constructing a sound diet importance is attached 
to the amino-acids of its proteins. The proportions of 
the various amino-acids in the body has been determined, 
and it is suggested that the diet ought to contain them 
in similar proportions; indeed, the principle has been 
carried further, and it is concluded, with clinical backing, 
that the principal items of a meal form an unsuitable 
mixture if they provide a gross excess of one amino-acid 
with a deficiency of others. It is all right to eat peas and 
eggs together but not peas and milk. The relation of 
amino-acid intake to endocrine and other functions is 
also being explored. Thus it is claimed that a shortage of 
cystine in the diet leads to deficient production of insulin, 
while an excess will cause renal inflammation. This 
effect of cystine is neutralised by cholic acid or by 
vitamin B,, and administration of cystine with this 
vitamin will increase the output of insulin. Research on 
the assimilation of proteins has shown that the worker 
does best on four meals a day rather than three; but 
alas, the head of the department had never heard that 
Haggard and Greenberg in the United States have reached 
the same conclusion by another route. 

The directors of the institute are not in favour of 
artificially adding vitamins to food except where diets are 
demonstrably deficient in them. In the northern regions 
of Russia, however, there is so far little in the way of fresh 
fruit and vegetables, and a cheap source of vitamin C 
is badly needed. The aim is to find a precursor of this 
factor which the body can utilise for itself, but meanwhile 
various preparations are in use. One, made from the 
needles of the spruce, contains 5000-10,000 units of 
vitamin C per kg., and can be sold in factories, &c., at 
5 kopecks for a daily dose of 2-4g. Another, made from 
the hips of the wild rose, yields 40,000 units per kg. 


For many years there has been a shortage of cows 
in the U.S.S.R., by English standards. I asked 
whether this shortage continues, but my informant 
would not admit its existence. He believes that, 
though milk is useful in its own place, American 
propaganda in its favour is much overdone. 


TUBERCULOSIS 


Finally I want to display Russian medicine in 
action against tuberculosis. Before the Imperialist 
War (as they call it) there were only 43 tuberculosis 
dispensaries in the whole Empire; and in 1918, 
when the disease had a death-rate in Petrograd of 
8 per 1000, not a single bed was reserved for it 
anywhere. So the present campaign started with 
few resources against an enemy strongly entrenched. 
To-day in the R.S.F.S.R. alone there are 500 dis- 
pensaries, employing anything from 1 to 25 doctors," 
and probably some 40,000 sanatorium and hospital 
beds plus another 11,000 in day and night sana- 





** About half the tuberculosis dispensaries are independent 
units ; the others form part of polyclinics and the like. Both 
systems have their advantages, but a compromise will probably 
be reached by which those in the large cities retain their 
independence. Also undecided is the question whether tuber- 
culosis work should be reserved for special nurses or entrusted 
to the ordinary district nurses. The former have more knowledge 
of the ;. but the public, oddly enough, do not like many 
visits to their homes by poo collecting similar information. 
Both methods are on trial. 
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toriums. This is not nearly enough, and though 
there are no longer large palaces and mansions to be 
taken over and converted it is hoped that at least 
80,000 beds will be available by the end of the Third 
Five-Year Plan. But in Moscow the tuberculosis 
death-rate, which was 2-86 per thousand in 1913, has 
already come down to 1-38, and other figures are 
also promising. 

The tactics of the campaign include the routine 
examination of large groups of people (e.g., in 
factories); the special examination of groups with 
bad statistical returns; and constant coéperation 
with the district doctors. To ensure such coéperation 
great pains are being taken to improve under- 
graduate teaching in tuberculosis, and special chairs 
in the subject have been established. There are also 
dispensaries where post-graduates can get a 2-3 
months’ course, and as an emergency measure there 
are 6-months’ correspondence courses for rural 
doctors, completed by a month’s intensive study at 
the Central Tuberculosis Research Institute in 
Moscow, where I gathered this information. 


Apparently it is still difficult to make pediatrists 
interested in the early stages of the disease, although it 
is found that 5-10 per cent. of children with “ influenzal 
attacks’ lasting two or three days are really suffering 
from tuberculosis. At the institute itself they are trying 
to define the X ray appearances of the early lesion; and 
to this end they radiograph the chests of people killed 
in accidents and immediately check their observations by 
autopsy. They also make beautiful microscopical sections 
of whole lobes or whole joints, and have proved to their 
satisfaction that pulmonary cavities sometimes develop 
next to, or around, old calcified lesions. This is held to 
confute the general opinion that tuberculous infiltration 
always starts on virgin soil. 


The idea that the tuberculous man should go 
“back to the land” is condemned in the Soviet 
Union. It is felt that he is much better in an urban 
industry where his employment can be strictly 
controlled. 


If the disease is slight the medical authorities try to 
keep him working, and the directors of factories are now 
obliged to make arrangements suitable to his disability ; 
thus he may be allowed to work four hours a day and make 
up the balance of wages from insurance. I heard of one 
factory where tuberculous men are put in a room with a 
conveyor belt moving more slowly than the normal; in 
another there is a ‘‘ prophylactic workshop” with extra 
air and light; and where difficulties arise because ineffi- 
cient employees handicap an undertaking in fulfilling 
its plan of output, special workshops ‘‘ outside the plan ”’ 
may be provided from social funds. Wherever possible 
the qualified worker is to be kept in qualified work: he 
may become an instructor instead of an active agent, but 
he must not be allowed to drop into the ranks of the 
unskilled. It is believed that the war on tuberculosis is 
best conducted through the factory, where the medical 
authorities ought to have a list of those who have had 
the disease and can regulate living conditions accordingly, 
both at work and at home. If home conditions are 
unsatisfactory it may be possible for a worker to sleep at 
a night sanatorium. 


Although too ill to work, a patient may never- 
theless remain at home, and (in large cities) attend 
daily at a combination of school, treatment centre, 
and sanatorium ; or he may of course go to hospital. 
Collapse therapy is adopted in 25 per cent. of all 
cases of open tuberculosis, and increasing use is 
made of the climatic advantages of the Crimea, and 
also of the Caucasus which is said to be ideal for 
sanatoriums and “could take care of all the tuber- 
culous people in Europe.” For prevention of the 
disease in childhood BCG vaccine is held to be 
proving its worth. There are already ten cities in 
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which it is compulsorily given by mouth to every 

new-born child, and as there have been no accidents 

its use and indications are likely to extend rapidly.'? 
CLINICAL INTERRUPTION 

LecTor: Forgive me, but you are evidently coming to 
an end and I still haven’t an idea whether there’s any- 
thing worth seeing in Russia. 

Avuctor: But I’ve just— 

L.: Yes, I know. The institutes. But I can’t say 
I’m excited by problems and questions and tendencies 
andsoon. Is anyone in Russia doing interesting operations 
or investigating rare diseases ? Is there anything to see 
in the hospitals ? 

A.: Well, if you want to look at the latest radium 
applicators I shouldn’t go to Russia, because they don’t 
seem to have much radium. And I imagine they don’t 
go in much for the higher flights of surgical technique or 
clinical investigation. I thought the clinics chiefly 
worth visiting because of human touches like the letter- 
box for patients’ anonymous questions, answered by the 
staff on a special notice board. But I will tell you some 
of the things I saw in one single hospital if that will 
encourage you to go and look at some others. 

L.: By all means proceed. 

A.: Well, then, we are back at the Sklifassovsky 
Hospital, where I began these articles. We have seen the 
emergency admission system at work; we have heard 
how they treat ruptured gastric and duodenal ulcers by 
removing on an average two-thirds of the stomach 
(Billroth I. and II.); we have discussed hematemesis 
and aired our knowledge of Meulengracht’s régime which 
is already paralleled in Moscow; and we have heard 
about the importance of blood transfusion and visited the 
department where cadaver blood is collected and stored. 
The current use of the method is due to Prof. Yudin of 
this hospital, but as you are familiar with it through his 
book and an article in THe Lancet of May 30th I need 
say no more. 

L. (non-committally) : Ah! 

A.: Having seen and heard so much we enter a ward 
of about twenty men. We sit down. The men all seem 
very muscular; can all Russians be like this? It then 
appears that they are all suffering from fractured spines 
and are accordingly having physical jerks for ten minutes 
three times a day on the principle that strong muscles 
are the best splints for broken vertebra. No plaster or 
other support or restraint is used beyond a pair of shoulder 
straps. The patients lie quiet on a board for two days 
or as long as paralysis persists; but after that they 
begin their drill, gradually attempting all the movements 
of their ward seniors and refusing only those that hurt 
them. We watch them arching their backs on the word 
of command and hear how the period of disability has 
been reduced, say, from a year to 4-6 months. Then we 
go on to the next ward where appalling burns are being 
treated solely by keeping them dry. When the patients 
first arrive they may perhaps have a bath in warm sodium 
thiosulphate solution (30 per cent.), but after that 
nothing is applied except possibly gypsum powder. 
A syringe is used to remove fluid from big blisters ; others 
are snipped open with scissors. The sheets are raised 
over the patient in the form of a tent, and the burns are 
dried from time to time by exposure for 10-15 minutes 
to a Sollux lamp. The results are said to be excellent 
and there is little or no scarring. Continuing on our 
way we 

L.: Thank you. But this was of 
hospital—one to which they take visitors. 

A.: Yes. And no doubt the patients are highly 
trained actors. But it is quite an interesting show, none 
the less. 


course a show 


1? In Moscow it is now easy to enforce inoculations against 
infectious diseases; indeed, parents demand them. The 
practice varies in different cities, but prophylaxis against small- 
pox and diphtheria is generally compulsory in the sense that the 
child may be excluded from school or clinic unless it is done. 
In Kiev the children get an oral dysentery vaccine every summer 
and typhoid inoculations usually at 8-10 years of age; in 
Moscow these vaccines are used as occasion demands. Inocula- 
tion against scarlet fever is also favoured. 





Ee ph yi 


ea a 


456 THE LANCET] 


ENVOI 

Many visitors to the Soviet Union set little store 
by what they see there: the window-dressing, they 
say, is wonderful, but the work itself is far inferior 
to what we do in England. I suspect that these are 
also the people who have only just stopped pro- 
phesying the downfall of the Bolshevist régime ; 
and if they have entered the U.S.S.R., as I did, 
through Pavlov’s laboratory, they must admit 
exceptions to their rule. Nevertheless I agree that 
the “eyewash” theory is tenable. The truth, I 
fancy, is that modern Russia is a product of brilliant 
intelligence working through unreliable tools. Again 
and again I was struck by the way in which human 
frailty or poor materials spoilt the effect of sound 
organisation, and I am conscious that some of the 
policies and projects I have described may be carried 
out very faultily. My limitations in knowledge have 
led me to concentrate, perhaps unduly, on what 
the Russians want to do, rather than on what they 
have succeeded in doing. But I do not regret it; 
for they have a way of defeating their critics by 
doing what they want. 

A country where science is so warmly cherished 
should be in close contact with the outside world, 
and a time is coming when the Soviet Union will be 
able to send far more of her students and investigators 
to other lands. A time is coming, too, when the 
Moscow central medical library will emerge from 
the monastery church where I found it, and its 
librarians will be able to afford not only the foreign 
journals already available in profusion but also a 
sufficiency of recent medical books. Already next 
year every student entering a university will have to 
show knowledge of a foreign language, and every 
aspirant to scientific work will have to learn two. 
Meanwhile it has been made easy for the entering 
traveller to see something at least of what is being 
attempted in medicine ; and the good offices of the 
Society for Cultural Relations in this country, and 
its Russian equivalent VOKS, go far to overcome 
the obstacle of alien speech. To these societies I am 
much indebted; but more especially I recall the 
hospitality of the medical men and women them- 
selves—a hospitality that combined in varying pro- 
portions the courtesy of the old world and the 
cameraderie of the new. 





FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
MeEpicaL Association.—The following post-graduate 
courses have been arranged to take place during 
September: plastic surgery (Sept. 16th and 17th); 
infants’ diseases at the Infants Hospital (Sept. 21st 
to 28th); proctology at the Gordon Hospital (Sept. 28th 
to Oct. 3rd); chest diseases at the Brompton Hospital 
(Sept. 2Ist to 28th). Week-end courses, specially 
suitable for the general practitioner, will be given in 
surgery at the Miller General Hospital (Sept. 19th and 20th) 
and in ophthalmology at the Royal Westminster 
Ophthalmic Hospital (Sept. 26th and 27th). A special 
course on anatomy and physiology for the primary 
F.R.C.S. examination will be given on Mondays, Tuesdays, 
Wednesdays, and Thursdays, at 8 p.m. from Sept. 14th 
to Oct. 22nd. The following courses have been arranged 
in preparation for the M.R.C.P. examination: clinical 
and pathological evening course at the National 
Temperance Hospital (8 P.m., Sept. 8th to 24th); chest 
diseases at the Brompton Hospital (5,P.m., Mondays, 
Tuesdays, Thursdays, and Fridays, Sept. 14th to Oct. 9th) ; 
heart and lung diseases at the Royal Chest Hospital 
(8 P.m., Mondays, Wednesdays, and Fridays, Sept. 21st 
to Oct. 9th). Detailed syllabuses of all courses can be 
obtained from the secretary of the Fellowship, 1, Wimpole- 
street, London, W.1. Courses arranged by the Fellowship 
are open only to members and associates. 
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WARMTH AND COMFORT AT WORK 








ANYONE who has travelled in railway trains on the 
continent or who has lived in the centrally heated 
houses of America will know that ideas about the 
relationship between comfort and environmental 
warmth vary according to the nationality and 
acclimatisation of the individual. That is to say, 
the average Englishman who finds himself in such 
trains or houses will feel uncomfortably warm, and 
if he dares to open a window there will be risk of 
grave international complications. It is well known 
also that among people who have been brought up 
under the same climatic conditions and who live or 
work in the same buildings, considerable variations 
will be found in ideas as to what constitutes a comfort- 
able temperature. None the less it is important to 
know the conditions under which the greatest number 
of people will feel comfortable. The term “ comfort ” 
is, of course, relative and the condition itself is 
subjective, but the factors or stimuli which contribute 
to the bodily feeling which we call comfort are capable 
of scientific and statistical inquiry. This has been 
shown by Mr. T. Bedford, Ph.D., in his report? 
to the Industrial Health Research Board on the 
Warmth Factor in Comfort at Work. The report 
is thorough and exhaustive, and before dealing with 
his own investigations Dr. Bedford reviews the 
results of previous workers, discusses fully the 
physiology of heat-production and heat-loss of the 
human body, and describes the various instruments, 
such as the katathermometer, the eupatheoscope, the 
globe thermometer, and the thermo-integrator, which 
are used in investigations of the factors which make 
up the thermal environment. 

Dr. Bedford’s own inquiry was undertaken “ with 
the object of defining a comfort zone for persons doing 
sedentary or very light industrial work,’ and also 
“to test the reliability of the various single measures 
of the environment as indices of warmth comfort.” 
He made numerous observations in twelve factories 
which were heated and ventilated by a variety of 
methods. The workers were questioned as to their 
feelings of warmth and their replies (comfort votes) 
were recorded on an arbitrary scale of warmth sensa- 
tions ranging from ‘‘much too warm” to “‘ much 
too cold.” Skin temperatures were taken of the 
foreheads, hands, and feet, and the mean surface 
temperature of the clothed body was estimated by 
thermopile measurements made at three points on the 
back. Environmental conditions were measured in 
terms of temperature, humidity, and velocity of the 
air, and of the radiation from the surroundings. 
In addition the environment was assessed on various 
scales which give combined measures of some of these 
factors. These scales included dry kata cooling 
power, equivalent temperature, effective temperature, 
and the readings of the globe thermometer. 

Dr. Bedford considers that equivalent temperature 
(measured with the eupatheoscope) and globe thermo- 
meter readings are better indices of environmental 
warmth than any of the other instrumental readings 
considered. The most comfortable conditions of 
warmth were obtained with an equivalent temperature 
of 62-3° F., which, under certain conditions, was the 
same as a globe thermometer reading of 65-1°F., 
an effective temperature of 64-7° F., and a dry kata 
cooling power of 6-1. Subject to the same conditions 





* Bedford, T.: The Warmth. Factor in Comfort at Work. 
Report No. 76 of the Industrial Health Research Board, issued 
by the Medical Research Council. London. 1936. H.M. 
Stationery Office. Pp. 102. 2s. 
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—viz., that there should be no strong localised radia- 
tion, the temperatures between head level and floor 
level should not vary much, and the air velocity 
should vary only over a comparatively narrow range— 
he found that the simple thermometer was a ready 
and reliable indicator of warmth, and that at least 
70 per cent. of persons were quite comfortable in 
air temperatures ranging between 60°F. and 68° F. 
For the universal application in factories and offices 
of the results of Dr. Bedford’s investigations, it 
seems to be desirable that a simple method of determin- 
ing the environmental conditions should be evolved. 
Few works managers would go to the trouble. of 
taking readings with the eupatheoscope, even if 
they were skilled in its use. For this reason it is 
comforting to note that, subject to the above-named 
conditions, the simple thermometer is a reliable 
indicator of warmth. 

The influence on the comfort of workers of separate 
thermal factors, such as the temperature, humidity, 
and velocity of the air, and the mean temperature 
of the surroundings was carefully studied. Dr. 
Bedford finds that a change in humidity has only a 
small effect on the feeling of warmth, and that the 
effect of a given change in the temperature of the 
surroundings is almost equal to that of the same 
change in the temperature of the air. In one factory 
where the air temperature at head level was much 
higher than that at floor level, and where the workers 
were exposed to localised radiant heat, a series of 
observations showed that the conditions at floor 
level have a good deal of effect on the feeling of 
warmth. In these cases the feeling of comfort is 
related more closely to the average of warmth condi- 
tions at head level and floor level than to the condi- 
tions at either head level or floor level alone. In 
investigating complaints of cold feet, it was found 
that the cause could not be ascribed to the effects of 
strong draughts about the feet, nor to any marked 





EXCLUSION FROM SCHOOL OF MEASLES 
CONTACTS 


By Duncan Forses, M.B.E., M.D., D.P.H. 


MEDICAL OFFICER OF HEALTH FOR BRIGHTON 





At about three-yearly intervals every town has 
a widespread measles epidemic affecting practically 
all schools, and sooner or later every child attending 
the elementary schools is exposed to infection. 
During the outbreak the chief centres of spread of 
infection are the schools and particularly the infants’ 
departments, and by closing schools and Sunday 
schools the spread of the epidemic can be slowed 
down at any time. For instance, last Christmas in 
Brighton during a measles epidemic, children of 
8 years and under were excluded from Sunday 
schools and the vacation in infants’ departmeats 
extended by one week. Allowing for the incubation 
period the diagram shows a marked slowing-down 
of spread during the time of closure in spite of the 
attendance of many young children at private parties 
and public entertainments; it shows also a rapid 
extension on the reopening of the schools. 

Spread of Disease in an Infant Department.— 
If the first case in an infant department is notified, 
a general infection may be prevented at times by 
class closure from the 9th to the 15th day. If, on 
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difference in the skin temperatures of the feet between 
those who complained of cold feet and those who 
did not. Dr. Bedford finds that certain people, 
and especially those who complain of cold feet, 
require conditions distinctly warmer than those 
necessary for the comfort of the average person. 
It is possible that clinical examination of the subjects 
with particular reference to their cardiovascular 
systems might have given valuable information, 
and would probably have explained more fully why 
certain people do complain of cold feet. 

Complaints of draughts could not always be ascribed 
to high air velocities. Those people who did complain, 
however, tended to have lower skin temperatures than 
the average person, and probably on that account 
needed a warmer environment for comfort. In these 
cases again, clinical examination might have yielded 
valuable results. But in any case, Dr. Bedford 
advises that in the arrangement of a ventilating 
system, care should be taken that the occupants of a 
building are not exposed to direct air currents from 
air inlets. 

Among other points studied were the relation of 
the skin temperature to air temperature, and also 
the relation of the feeling of comfort to the skin 
temperature. In regard to the latter it is not 
surprising that the investigation showed that persons 
with low skin temperatures tended to feel cool, and 
those whose skins were warm tended to feel warm. 

The results of Dr. Bedford’s inquiry are of practical, 
as well as scientific, importance, but it is permissible 
to wonder whether a report issued by the Medical 
Research Council on behalf of the Industrial Health 
Research Board with the intention that it should 
be read by people interested in industrial matters 
would not have been of more immediate and general 
value if it had been written with less insistence on the 
technical language of the physiologist and the 
statistician. 


the contrary, the first case has been followed by a 
first crop of cases, then in spite of the exclusion 
of home contacts the outbreak rapidly spreads, 
and in some 4-8 weeks all the non-immune have 
been attacked or have been rendered temporarily 
immune by minimal doses of infection. If the above 
statement broadly represents what occurs, then the 
most that can be gained by the exclusion of home 
contacts, after the occurrence of the first .crop of 
cases, is a slightly slower spread of infection throughout 
the infected school. Really actual harm is done by 
exclusion, in so far as the excluded contacts, when 
attacked and in the most infectious stage, are found 
out-and-about and even in neighbours’ houses 
playing with younger children, and so widening the 
scope of the epidemic to families of under-fives who 
might have escaped attack until a later epidemic and 
a safer age-period. 

Rules as to Exclusion of Home Contacts.—Under these 
circumstances it is eminently desirable that the rules 
as to exclusion in measles as set out in the ‘“‘ Memor- 
andum of Closure and Exclusion from School” 
issued jointly by the Ministry of Health and Board 
of Education should now be revised. These rules 
recommend the exclusion from school of those children 
of the same household who attend infant school 
and those older children of the same household 
who have not had measles. The exclusion is for a 
period of 21 days from the date of onset of illness 
of the last patient with measles in the house. 
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In Brighton since the year 1923 the rule in ele- 
mentary schools has been that ‘‘ except when other- 
wise instructed no home contacts with measles 
should be excluded from any department.” Home 
contacts attending uninfected schools are excluded. 

Occasionally in infected schools in crowded 
unhealthy areas and in cold wintry weather the under- 
fives and delicate children are excluded ; also parents 
with children of 3 or under are allowed to keep 
children of school age liable to attack at home until 
the outbreak in the school is over. The last provision, 
of which few parents take advantage, would be 
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unnecessary if all parents were willing to accept 
adult-serum injection which is offered to home 
contacts under 3 and refused to none, immediately 
after the notification of the primary case. 

The result of the non-exclusion of school contacts 
as described above is that there is a minimum loss 
of school attendance. During the recent outbreak 
which lasted from October to April the attendance 
in infant departments was 81-1 per cent. compared 
with 83-4 per cent. for the corresponding quarters 
of 1934-35. A conservative estimate of attendance 
saved in Brighton elementary schools is 3000 school 
weeks (14} weeks per primary case). 

Opposition to the Attendance of Home Contacts.— 
There has been considerable opposition and I have 
had complaints from both general practitioners and 
laymen of what appeared to them to be the obvious 
danger of home contacts carrying infection from 
the patient to the school : in short they failed to recog- 
nise that infection is commonly a directly inhaled 
spray infection, and is only rarely conveyed by 
fomites. 

An apparently better founded complaint was on 
the “‘ folly ” of allowing contacts to attend school at 
the end of the incubation period, when any day 
they might develop the disease and directly infect 
children at school. If the school were not the centre 
of infection, if it were not an advantage to have 
home contacts under supervision in school, and if all 
children attending the school were not exposed to 
infection during the outbreak even when contacts 
were rigorously excluded, the complaint would be 
difficult to answer. Even so, it is at times difficult 
to convince the general practitioner that, as stated 
above, no harm results. 

Some of my critics have likened me to the mother 
who, when one child has an attack of measles, puts 
the other children in the same room with the patient 
so that they may all be infected at the same time. 
Such gibes contain a grain of truth as I must say 
that I think it a great advantage to have an attack 
of measles in childhood, especially if the attack 
can be rendered mild by a prophylactic injection 


of adult serum. What has weakened my position 
when attacked is that I have to admit that, in allowing 
home contacts to attend school, I am acting directly 
in opposition to the advice given by both the Ministry 
of Health and the Board of Education in their joint 
memorandum. 

The Objects of Non-exclusion.—In recent London 
epidemics home contacts have been allowed to 
attend school departments under prescribed condi- 
tions which include the daily inspection of contacts 
by the school nursing staff. The primary object 
is the ascertainment of measles in its earliest stage, 
so that the patients may have proper medical and 
nursing attention in the first days of the attack. 
By such early attention it is hoped to obtain a reduc- 
tion of complications and mortality, and even to 
check the spread of infection to any pre-school 
children at home. In Brighton exclusion of home 
contacts was stopped because it had been proved to be 
useless in the prevention of the spread of measles in 
infected schools, and because home contacts are 
safer under supervision in school than at home 
where they may possibly spread infection whilst 
mixing with pre-school children of uninfected families. 


CONCLUSION 


This article is written not so much with a view to 
convince health officers of the uselessness of home- 
contact exclusion, which is fairly generally recognised, 
but rather to emphasise the difficulty of adopting 
the procedure whilst the Memorandum of Closure 
and Exclusion from School of 1927 remains unrevised. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
AUGUST 8TH, 1936 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0 ; 
scarlet fever, 1311 (last week 1597); diphtheria, 799 
(last week 935); enteric fever, 45 (last week 73); 
pneumonia (primary or influenzal), 382; puerperal 
fever, 31; puerperal pyrexia, 107; cerebro-spinal 
fever, 15; acute poliomyelitis, 15; acute polio- 
encephalitis, 1 ; encephalitis lethargica, 6; dysentery, 
4; and ophthalmia neonatorum, 77. No case of 
cholera, plague, or typhus fever was notified during 
the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on August 14th was 2876, which included : 
Scarlet fever, 824; diphtheria, 746; measles, 346; whooping- 
cough, 437; —— fever, 14 mothers (plus (8 babies) : 
encephalitis lethargica, 284 ; poliomyelitis,0. At St. Margaret’s 


Hospital there were 17 babies (plus 7 mothers) with ophthalmia 
neonatorum. 


Deaths.—In 122 great towns, including London, 
there were no deaths from small-pox, 1 (1) from enteric 
fever, 15 (2) from measles, 1 (0) from scarlet fever, 
19 (2) from whooping-cough, 25 (3) from diphtheria, 
40 (15) from diarrhoea and enteritis under two years, 
and 8 (2) from influenza. The figures in parentheses 
are those for London itself. 

Of the deaths from measles 3 were in South Shields and 2 each 
in Birmingham and Hull. Whooping-cough caused 3 deaths 
in Birmingham and 2 in Manchester. he fatal cases of 
diphtheria included 4 in Hull, 3 in Liverpool, and 2 in Manchester. 
Three of the deaths from diarrhea and enteritis were in 
Warrington. 

The number of stillbirths notified during the week 
was 228 (corresponding to a rate of 38 per 1000 total 
births), including 39 in London. 





West Herts HospitaL.—The hospital has received 
from an anonymous donor the gift of £8000 for the 
erection of a new block to accommodate an up-to-date 
X ray department and 12 wards for private patients. The 
money is given on condition that work is begun at once. 
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GRAINS AND SCRUPLES 


Under this heading will appear week by week during the summer the unfettered 


thoughts of doctors in various occupations. 


Each contributor will be responsible 


for the section for a month ; his name can be seen later in the half-yearly index. 


FROM A LONDON SURGEON 


AUTOBIOGRAPHIES that survive a first edition are 
nearly always anecdotal rather than analytic, for 
the author who believes that an assessment of his 
own character is of outstanding interest to his fellows 
is usually a bore. Such “lives” of great men all 
remind us we should make our lives sublime—but 
allow others to say how far we have succeeded. 

An estimate of the character of a nation by one 
of its citizens has many of the weaknesses of an 
autobiography, but the task is worth attempting, 
for the opinions of foreigners are rarely well enough 
informed or sufficiently detached, and in any case 
they differ among themselves to such an extent that 
no representative picture can be drawn from them. 
Americans regard the Britisher as a fool, Germans 
regard him as a villain, Frenchmen as an oppor- 
tunist ; if well disposed, they may add that he is an 
amiable fool, an honest villain, a successful oppor- 
tunist. We picture ourselves as John Bull, the plain 
blunt man who calls a spade a spade, who “ does not 
know anything about art, but knows what he likes.” 
We pride ourselves that our particular contribution 
to education, the public school, is concerned with 
the development of character rather than culture, 
the production of men of action rather than men of 
ideas. 

Thought and decision are thus contrasted, as if 
they were incompatible. The implied corollary, that 
where the two are found apart, decision is the more 
essential to success, is probably true. When the 
curtain falls on the last act, Hamlet, the irresolute 
philosopher, is dead and discredited, and Fortinbras, 
the brainless man of action, holds the stage alone. 
But both qualities are necessary ; and as the world 
passes from being a jungle which must be hewn and 
remade, to the condition of an estate which must 
be planned and cultivated, the less important become 
quick instinctive decisions and forceful acts, the 
more important the weighing of alternatives and 
the planning of considered policies, the examining 
of the distant no less than the immediate conse- 
quences of action. Under such conditions the last 
refinement of education, the ability of the mind not 
merely to marshal and use effectively its own know- 
ledge, but to know its own ignorance, is its most 
valuable gift. 


* * * 


It is a fundamental weakness of the character of 
John Bull that he is often unable to appreciate the 
necessary limits of education in a single person, to 
see that the more intricate any branch of knowledge 
has become, the less can even its language be under- 
stood without prolonged and painstaking apprentice- 
ship, lacking which sense and claptrap become 
indistinguishable. He is unwilling to admit, or per- 
haps unable to understand, that his native ‘‘ common 
sense’ is not more than a match for someone else’s 
store of wisdom acquired by patient labour. He may 
confess his inability to play the violin, where the 
difference between skill and incompetence is obvious 
to others as well as himself; but he is ready to 
design his house, prepare legal documents, advise 
the B.B.C., write to the papers explaining the origin 
of some obscure word or custom, or decide the foreign 
policy of a distant State. 


A second characteristic, for which this self-suffi- 
ciency is indirectly responsible, is his belief that, in 
matters beyond his comprehension, anything which 
is foreign, bizarre, and mystical must necessarily 
be better than the native, the familiar, or the reasoned. 
“If I cannot understand this,’ he argues, “is it 
likely that some so-called expert who has had the 
same education as myself, and has lived by me, can 
be any better ?”’’ The welcome that Britain extends 
to foreign artists, and to foreign ones alone, is so 
proverbial that until recently few of our own aspirants 
can afford to face the public in their own names. 
The talented Londoners who form the backbone of 
the Russian Ballet would find it difficult to get any 
employment under their brief patronyms. Foreign 
doctors are received with equal enthusiasm and no 
more scrutiny. 

These failings of complacency and credulity are 
not, unfortunately, confined to the ill-educated, but 
are perhaps most obvious among the intelligenzia 
and the aristocracy, It is to members of the peerage, 
successful business and professional men, and those 
who live within a stroll of Hyde Park Corner, that 
the charlatan, the quack, and the exotic virtuoso 
can always appeal for adulation and financial support. 
These classes, secure in an inherited or acquired 
position, are prone to assume that they are by this 
excellence made freemen of all science and all art. 

Such people not unnaturally take surgery in their 
stride. They diagnose their complaints, decide the 
necessary treatment, and pick the expert who is to 
undertake it. They get what they want and thus 
find the goal that most men strive for and seldom 
reach ; therefore they are happy. But where a 
correct surgical decision affects matters of public 
policy, this omniscience may lead to grave harm. 
It is disquieting to see how often verdicts of import- 
ance in the law courts have been swayed by medical 
evidence given clearly and convincingly, but based 
upon assumptions far too massive for the slender 
foundations upon which they rest, and quite out of 
proportion to the professional standing of the witness. 
Thus a man was recently awarded a large sum in 
compensation after an accident because such a witness, 
well meaning but ignorant of radiology, had pointed 
out the cornu of the hyoid in a radiogram as a frac- 
ture of a transverse process of one of the cervical 
vertebre. The lawyer, paid to sift evidence, is 
unaware that specialised evidence cannot even be 
considered adequately by one unfamiliar with the 
syntax of the language in which it is spoken. He 
appears to judge the credibility of a man by his 
behaviour under somewhat trying circumstances 
rather than by his acknowledged experience or pro- 
fessional standing. Medical assessors are appointed, 
but their advice is seldom asked and more seldom 


followed. 


* * * 


Any disadvantages that may accrue to surgery 
itself from the prevalence of this spirit are however 
local and comparatively unimportant. British sur- 
gery offers, it is true, two kinds of success, the social 
and the professional, and seldom awards both to 
the same man; but it has for the same reason 
remained free from the domination of a fixed hier- 
archy of experts, recognised by State and society, 
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that brings in its train the evils of an established 
religion or an academy of arts—traditionalism and 
complacency. In place of the secure and unassail- 
able seat of authority, which is the reward of the 
accepted surgeon on the continent of Europe, 
it holds as its highest honour the recognition of 
colleagues, men working at like problems for the 
advancement of the same subject. 

It is characteristic of continental surgery that 
professional and national recognition are synonymous. 
The great surgeon is at the same time an honoured 
servant of the State and a familiar figure to the 
people. There is no counterpart to two types that 
are met in England: on the one hand the idol of 
the public, whose name is a household word and 
whose portrait is news, but whose knowledge is super- 
ficial and his reputation among his fellows small ; 
on the other the unrecognised pioneer, whose writings 
are eagerly read and whose wards and operating 
theatre are thronged with visitors, but whose con- 
sulting-room is empty and whose name is unknown 
to the man in the street. 

Continental surgery has its home in large profes- 
sorial units. There the chief has under his care 
something like 300 beds, and directs a large staff of 
assistants of varying degrees of seniority. His word 
is law in the town where his clinic is situated. His 
opinion on surgical matters is never questioned. His 
assistants work entirely under his direction and to 
his approval. All operations, upon hospital or private 
patients, are his by right. All publications emanating 
from the clinic bear his name in addition to that of 


the author. 
* * x 


The advantages of such a system are manifest. If 
the professor is a great man, and such is the com- 
petition for the few glittering prizes that only those 
of outstanding ability secure them, he impresses the 


stamp of his personality on the whole work of his clinic, 
and gives it a unity of outlook that is unattainable 
under conditions of scattered effort. He has more 
clinical material than he can cope with personally, 
but he maintains control even of the work that he 
delegates, while he is able with such numbers to collect 
many examples of any disorder in which he is in- 
terested or on which he holds particular views, and 
to test any suggested plan of operation on a scale 
that will give it adequate trial. He can undertake 
investigations on a systematic scale, allotting to his 
assistants tasks suited to their particular abilities, 
each task bearing some relation to the other. He 
can answer questions before the zeal of their first 
encounter has died out. He can command any 
apparatus that he needs for treatment or research 
without any thought of the expense entailed. He 
acquires phenomenal skill with his hands, and, 
operating year after year with the same team, is 
able to bring the most hazardous undertakings to a 
successful conclusion. 

On the other hand the system leads in each centre 
to a permanence of local tradition, and in the country 
as a whole to national insularity. Access to the 
highest posts is only through long and obedient 
apprenticeship, continued to an age when initiative 
is usually dulled. The picked student enters a sur- 
gical service after qualification as the vassal of his 
chief. He finds work under such a master a happy 
privilege, but he remains aware that a higher post 
in the same or another clinic is obtainable only 
through personal recommendation, and that open 
heterodoxy spells the doom of his career. Arrived 
at the more senior appointments, he works for many 


years as a personal helper of the professor, and only 
at the age of about 50, and then only if he is able to 
secure one of the very few posts that fall vacant, 
does he become his own master, able for the first time 
to speak without fear of contradiction and to act 
without fear of censure. Men thus trained carry on 
in its broad outlines the teaching of their late chief, 
who in turn was following that of his predecessors. 
The views and many of the technical devices of von 
Mikulicz and von Eiselsberg are thus perpetuated 
to-day to the third and fourth generation in a way 
that has no counterpart in this country. 


* /” * 


The domination of the large clinic tends also to 
the development of a national rather than an inter- 
national outlook on surgery. The continental surgeon 
rarely travels outside his own country or national 
group, and while he studies assiduously within these 
limits, his knowledge sometimes has _ surprising 
hiatuses. Operations for cancer of the breast and 
for removal of damaged cartilages in the knee are 
performed in some of the best centres in a manner 
that surprises the British or American surgeon, used 
to the standards of his own country. The size of 
the service has the further consequence that patients 
come to be regarded as units in a series rather than 
as individuals, that the operations performed are 
those favoured for that disease by that surgeon at 
that moment, rather than modified procedures chosen 
to suit the specific lesion of one particular man. 
There is a certain failure in sympathy and human 
contact which expresses itself in a poor general level 
of nursing and of anesthesia. Professional ans- 
thetists in the ‘sense that the term is understood in 
America and the British Commonwealth are rare, 
and local anesthesia is often used because there is 
no satisfactory alternative, and then rather to allay 
the surgeon’s conscience than the patient’s pain. 

National surgery is modified by national tempera- 
ment. If a notice ‘“ Keep Off the Grass” is put up 
in a public park, the German will walk round it 
though this adds a mile to his course, and, should 
there be no grass, he will find a keeper to point out 
the inaccuracy; the Frenchman will walk on the 
grass though it be muddy and the path dry, and will 
dig in his heels to show authority that it may not with 
impunity command the free-born; the Englishman 
will add ‘“‘ please”? to the notice, but will obey it 
unless this involves a long detour. German surgeons 
bring to their opportunities a thoroughness and 
industry that are wholly admirable, and ensure that 
no slipshod or premature announcement mars their 
publications. Whether this will hold good now that 
scientific no less than civic appointments are given 
for political soundness and racial purity rather than 
merit is uncertain. Willy Meyer and Israel will be 
hard to replace. French surgeons lose by a certain 
intolerance and contempt for the knowledge and 
culture of other nations, whose advances they rarely 
study or assimilate. Calmette’s book on tuberculosis 
is as remarkable for its lack of reference to any but 
French work as for its painstaking thoroughness. 

Such generalisations apply in the broadest sense 
only, and err, like most generalisation, on the side 
of detraction. Any travelled surgeon will remember, 
in contrast, the happy camaraderie and excellent 
anesthesia of the Swedish and Dutch hospitals, the 
unselfish devotion of nursing Sisterhoods in many 
countries, the wide knowledge and fertile invention 
of Leriche, the kindly humanity of Finsterer, the 
great intellect and supreme artistry of Kirschner. 
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The British surgeon is also moulded by national 
character, his own and that of his fellows. He sees 
in front of him no professional ladder, whose well- 
worn rungs he must climb, as others have done 
before him, to an assured position at the top. If 
he seeks public recognition, he knows that he is 
more likely to obtain it by a beautiful motor-car or 
a socially minded wife, than by originality or skill. 
If, on the other hand, he seeks the good opinion of 
his fellows, he knows that he is more likely to earn 
it by sound work and original views than by sub- 
servience to tradition. He shares with his lay friends 
a belief in the superiority of the foreigner, and he 
uses every opportunity to visit continental clinics 
and to study foreign literature—this last, it must 
be admitted, in the abstract, for he is no linguist. 
He cannot exist without a club, and this leads him 
to travel in company, so securing the treble advan- 
tage of a Cook’s party ticket for the journey, a care- 
fully prepared reception when he arrives, and collec- 
tive rumination of each intellectual meal. However, 
to suggest that this catholicity is the inevitable 
outcome of national character is to do less than 
justice to Lord Moynihan, whose work and example 
are largely responsible for the unity and wide out- 
look of British surgery. The Association of Surgeons, 
the British Journal of Surgery, and the many travelling 
clubs which have followed his own, will remain a 
monument to his memory should his contributions 
to surgical art and science ever pass into oblivion. 
These informal clubs, small enough to allow all the 
members to know each other intimately, to travel 
and lodge in company, and to fit into a demonstration 
or operating theatre without overcrowding, are an 
institution peculiar to Britain. Surgeons from the 
dominions and America are equally enthusiastic 
travellers, but they come singly or in battalions. 
Thus wherever in the world good surgery is to be 
seen, there will British surgeons be found, seeking 
knowledge. Thus the teaching of Béhler, for example, 
has found earlier acceptance in Britain than in 
Austria, Germany, or France. 

* * * 


The character of British surgery is further influenced 
by the wide opportunity it offers to men of every 
stamp. On the continent it is clear that one who 
would reach the highest ranks must be academically 
distinguished, orthodox in his tenets, tactful, and 
patient. In Britain, on the other hand, any man 
can rise to the top on his merits, though his quali- 
fications are of the humblest, his views eccentric, 
his origin obscure, and his manners uncouth. One 
of our leading surgeons, a man from whom I have 
learned more than I can acknowledge, has won an 
international reputation in his own branch of surgery 
and a teaching appointment in an important univer- 
sity with a pass degree in surgery. Some have made 
a name by fighting the tenets of their own school, 
and now have no surer friends or warmer supporters 
than their old teachers. Others again, who miss no 
opportunity to offend a patient or quarrel with 
a colleague, have risen to high positions by the 
excellence of their work alone. 

This wide opportunity is again the outcome of 
two national traits, the unparalleled generosity of 
the public, and its refusal to accept any experts other 
than those of its own choosing. No appeal for funds 
is ever launched in vain. Famine, flood, pestilence, 
or war in the most distant lands will always move 
the Britisher to put his hands into his pocket to 
relieve the victims. When the appeal is for a hos- 
pital the response is usually immediate, and the 
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largest sum raised in the shortest time for this pur- 
pose was subscribed by the inhabitants of that 
Scottish city whose grim pride is in its reputation 
for close-fistedness. The characteristic British hos- 
pital therefore is not the large Allgemeines Kranken- 
haus or Universitéts Klinik, but the much smaller 
voluntary hospital. Every town has its hospital and 
nearly every village its cottage hospital. They vary 
in size from a thousand beds to a dozen, and in scope 
from general work to limited specialism. 


* e * 


The surgical beds in any district are not only split 
up between a number of hospitals, but in each 
hospital they are divided into units under the care 
of individuals, each surgeon assuming responsibility 
only for the number of patients he can care for 
personally. Whereas on the continent 300 surgical 
beds would be under the charge of a professor, work- 
ing with a large number of assistants under his orders, 
in England the same number is shared between from 
five to ten different surgeons, each of them entirely 
responsible, and responsible for his own cases alone. 
There are, it is true, full and assistant surgeons, but 
their association is not that of master and apprentice, 
but of senior and junior colleague working in a loose 
and voluntary partnership, and differing in age and 
allocation of duties rather than in authority. These 
surgeons are appointed on the advice of their col- 
leagues in assembly, not by State or university 
boards guided by the confidential report of their late 
chief. 

These various hospitals offer opportunities of 
surgical practice, not merely to a large number of 
men, but to men approaching surgery from many 
different paths and at different ages. The small 
hospital in a university town gives to the registrar 
the advantage of a certain number of beds under his 
absolute control, where he can perfect his methods 
and work out his ideas while he is teaching, research- 
ing, and waiting for an appointment at his own 
school. It gives the surgeon who has no ambition 
to become a teacher the opportunity of lifelong 
association. The county town or country hospitals 
may appoint their surgeons by several methods. 
They may find a man on the spot whose ability has 
made him the obvious choice, a practitioner with 
previous surgical training who has come to the dis- 
trict with a view to such a vacancy, a surgeon from 
one of the government services retired to civil life, 
a house surgeon or resident surgical officer whose 
work in a salaried post has justified his promotion 
to an honorary one. Or they may advertise the 
vacancy and award it to a young registrar from a 
teaching hospital, or a more senior surgeon at a 
smaller one, who is anxious for wider opportunities. 

All these surgeons throughout the country are free 
from any control other than that provided by the 
opinion of their colleagues and their own conscience. 
They receive no secure position with their appoint- 
ment, but merely the right to make one. They can 
enter Harley-street, Rodney-street, St. John-street, 
or Park-square, and because the public is firmly 
convinced that these places are distinctions rather 
than addresses, that they imply unusual excellence 
rather than the ability to pay rent, they will be 
accepted as consultants. But they must rely on the 
quality of their work to establish the position they 
have assumed. For the practising surgeon will find 
that not more than 5 per cent. of his work comes to 
him automatically because he is known to be on the 
staff of a certain hospital or from his old students 
as such; the remaining 95 per cent. comes through 
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satisfied patients, their friends or doctors, or from 
knowledge on the part of others that his results in 
some line are good. Work will come to him in pro- 
portion as he deserves it, and leave him when he 
ceases to do so. 

* * * 


The atmosphere in which British surgery is con- 
ducted is thus one of almost unlimited freedom. In 
place of a few privileged and selected surgeons, 
doing much of their work by delegation, we have a 
large number of surgeons working as individuals, 
and, because of the many hospitals of all sorts in 
which practice may be obtained and the absence 
of any kind of bar to surgical practice, there is no 
limit to the number who may enter the field. What 
grading there is, is by a process not far removed 
from natural selection. There is a continual scaling 
both up and down. The man who has entered sur- 
gery,. being unsuited to it by skill or temperament, 
cannot maintain his position, while on the other 
hand the good man cannot be kept down. Every 
man is free to work, unhampered by patronage or 
dictation, or by the rulings of orthodoxy or tradition. 
Each has, it is true, been trained in the tenets of a 
certain school, or rather of the surgeon with whom 
he worked during his most impressionable years. 
But upon this framework he erects an ‘individual 
structure, pieced together from his own ideas, from 
the books or articles he reads, from the discussions 
in which he takes part, or from the lessons he brings 
back from visits to other British or continental 
surgeons. He will build up his own doctrine and his 
own technique and in proportion as these are sound 
and acceptable, so will he build his own practice. 
But his practice will always be a personal one, 
limited to the amount of work he can do himself 
and the number of patients he can care for personally. 
He will never become the head of a surgical factory, 
stepping in to do one phase of an operation which 
his assistants begin and complete, or laying down 
principles of treatment to be carried out by others. 
His contact with his patients is therefore personal, 
and to him they remain individuals. They are not 
** gastric ulcers ’’ or “ goitres”’ to be treated by the 
method of the moment, but Mr. Smith and Mrs. 
Jones, whose diseases are isolated problems demand- 
ing the particular type of operation that appears 
best suited to their individual needs. 

Where such men practise surgery and such indivi- 
dual contact rules, patients are treated as human 
beings. The hospital is designed not alone for austere 
efficiency, but to be a comforting and cheerful place. 
Its wards are bright with flowers. The operation 
is no tour de force but one step in a course of treat- 
ment designed to get the patient well. Investigation 
is painstaking, pre-operative preparation carefully 
considered, post-operative treatment planned with 
the same thought as the operation itself. With 
personal surgery, good anesthetists and good nurses 
are indispensable, and these important members 
of the surgical team are probably more skilled and 
scientific in the English-speaking countries than in 
any others. 

* * * 


In such an atmosphere of wide opportunity and 
unrestrained development, surgery can bring forth 
its best fruits, and it is an undoubted fact that the 
general level of British surgery to-day is one of which 
we may well be proud. An outstanding figure may 
arise at any time in any country, a man who seems 
to draw his inspiration, not from his surroundings 
or his upbringing, but from a unique combination 


of qualities that stamp him as something apart. 
Such a man is Kirschner of Heidelberg. Apart from 
the work of this remarkable surgeon, however, I 
have not yet seen any branch of surgery so well 
performed on the continent that it cannot be seen 
better done in England. Our man may not be so 
well known, his figures may be smaller, his surround- 
ings are probably less dramatic, but his work com- 
bines the best of continental practice with a thorough- 
ness and individual adaptation that are peculiar to 
this country. And his results are correspondingly 
better. 

But if the best surgery in Europe can be seen in 
Britain by those who know where to look for it, so 
can the worst. The opportunity offered by this 
multiplicity of hospitals, and the absence of any 
recognition of surgery as a specialised branch of 
practice either in law, custom, or qualification, 
allows those with no training of any kind to under- 
take it. They are inclined to do so by motives that 
in themselves are intelligible and even praiseworthy. 
They will often confide in moments of expansion 
that they “like to do a spot of surgery occasionally ”’ 
as they would say that they “like to play a spot of 
golf.” The incentive is the same, a desire to escape 
from the tedium of routine work, and no criticism 
could be offered were not the game played with 
human lives as pawns. Courage remains, even in 
our sheltered times, one of the most highly esteemed 
of human virtues, but to rank as a virtue at all the 
danger must be the hero’s own. For a man to under- 
take work beyond his skill is not courage, for sim- 
plicity can never be guaranteed in any surgical 
operation. The ordinary looking hernia may contain 
bladder and cecum in the walls of the sac, the fibro- 
adenoma of the breast may be a malignant tumour, 
the pains in the right iliac fossa may be occasioned 
by an intestinal strangulation or carcinoma rather 
than a chronic appendix. The results of rash surgery 
reach the large hospitals in numbers that increase 
yearly: malignant breasts with wide dissemination 
caused by a previous incision ; gall-bladders drained 
without the removal of the key stone at the ampulla 
of Vater ; abdomens opened and closed hastily arriving 
full of adhesions and a month too late. Too often 
the patients do not survive to obtain corrective 
surgery. Operating as a sport is a purely British 
conception, and its home is the cottage hospital. 
In so far as these small hospitals afford a pretext 
for this reprehensible hobby, in so far have they 
become a menace. 

* x * 


The national spirit of British surgery is such an 
admirable possession, and productive of work of 
such a high level, that we would not change any of 
its essential characters. The small hospitals sup- 
ported and governed by able and unselfish men and 
women, and offering opportunities to all those who 
are willing to undertake the necessary preparation 
for serious work, provide a soil in which the best 
surgery of every kind, and not alone that officially 
approved and certified, can grow and flourish. If 
we are not to lose this heritage, and acquire in its 
place the large continental unit with its mechanical 
precision and cast iron orthodoxy, we must see that 
it remains worthy of the support of the coming 
generation. 

We can in these days of perfected transport afford 
skilled surgical care to every man in the British Isles ; 
we must see that he gets it. We can allow every 
medical man who has the intention to practise surgery 
to acquire the necessary experience and skill; we 
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must see that he has the opportunity, but we must, 
in the name of the trust we hold for our country’s 
reputation and our countrymen’s safety, abolish the 
potterer. 

The decentralisation of surgery is in progress, and 
should be welcomed. Harley-street has lost its 
magic, and even those who practise in its dreary 
barracks must welcome the change ; for the artificial 
stamp of excellence which it confers has attracted to 
its neighbourhood every consultoid and confidence 
trickster who can afford the rent of a room. We 
should ensure however that in every town and village 
where surgery is practised there is a man well versed 
in its art and craft, if not necessarily in its science. 
We should give him opportunity to acquire and 
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maintain his skill, and a recognition of his position. 
We should make the open door still more open, 
ensuring that those whose ability is patent can 
undertake more and more responsible work even if 
this implies that those whose early promise has not 
been fulfilled should undertake tasks of lesser import- 
ance. And we should work for some kind of recogni- 
tion, not of degrees or position, but of intrinsic worth, 
so that the public may know to whom it can turn for 
authoritative information, and the processes of law 
may be guided by wise counsel. 

*,* There will be no Grains and Scruples in our next 
issue (the Students’ Number). Next month A Doctor 
Without Patients will be responsible for these columns.— 


Ep. L. 





HYPERTENSION : HENS AND EGGS 
To the Editor of THe LANCET 

Str,—Despite the last sentence in your leading 
article of August 8th, I cannot help thinking that 
there is room for a little speculation in trying to get 
a satisfying view of this perennial problem of hyper- 
piesis. Is there not some confusion between the 
meaning or “cause ’’ of the high blood pressure and 
the mechanism by which it is brought about? Con- 
sidering the capacity of the vasomotor apparatus to 
regulate blood pressure, it seems on general grounds 
unlikely that the immediate and final cause of the 
condition is the presence of some substance, endo- 
genous or exogenous, which raises blood pressure : 
a persistent rise maintained for years would also 
seem to need almost impossible quantities of a sub- 
stance like tyramine. Is it not more probable that, 
like many other symptoms, the high blood pressure 
is a defensive action, in this instance against deteriora- 
tion of vasomotor flexibility? The kidney, for 
example, if it is to secrete urine must be well flushed 
with blood: normally it secures the supply it needs 
by relaxing the local vasoconstriction, and while it 
is active it is gorged with blood. It is obvious that 
this cannot happen in a granular kidney, and we need 
not look for such gross anatomical change before we 
suspect an impairment of the vascular response : 
arteries certainly become more rigid with age, and 
relatively small degrees of vascular change and 
kidney fibrosis may well impair the organ’s vaso- 
motor mobility. Other parts of the body may be 
affected in a similar way. The only effective response 
which the body can make to this failure is to raise 
general arterial blood pressure, and as the condition 
becomes worse pressure has to be raised more and 
more until the heart or arteries can stand it no longer. 
On this view hyperpiesis is compensatory, and not 
something imposed on the body against its will—a 
mode of expression which may I know be called 
mystical or even metaphysical but which may none 
the less be as true as we can make it at present. If 
then this is the meaning of persistent high blood 
pressure, we should like to know also the answer 
to an entirely different question—i.e., what is the 
mechanism which is used to bring 1t about, though 
this is from the practical point of view relatively 
immaterial. On general grounds again we should 
surmise that the means are not always the same: 
the body generally has two or more strings to each 
of its bows, and it sometimes uses one and sometimes 
another and sometimes several: what happens is 
determined more by the end which is to be reached 
than the means which are available. Blood pressure 


may be regulated in so many ways that it is not 
surprising if pressor substances are sometimes present 
and sometimes absent: both observations may be 
equally correct. If a man wants to go anywhere he 
will naturally walk on his legs, but he may crawl on 
his belly or go in an aeroplane: the decisive con- 
sideration is that he gets there, and that what he 
does is not determined by his equipment but by his 
destination. And so probably the body behaves 
when it is trying to extricate itself from what is 
really the impasse of loss of local vasomotor control. 
I am, Sir, yours faithfully, 
Radlett, Herts, August 14th. A. E. Boycort. 


INFRINGEMENT OF THE CIVIL RIGHTS OF 
EXPERTS 


To the Editor of Tur Lancet 


Str,—While there is little evidence that members 
of the medical profession are more attentive to the 
administrative lawlessness which the Lord Chief 
Justice has stigmatised in “‘The New Despotism ” 
than his examples show them to have been formerly, 
may I suggest that a strict watch be kept for the 
spread to British institutions of such restrictive 
edicts of bureaucracy as are now common in some 
other parts of the Empire ? 

Earlier in the present year the University of 
Brisbane indicated that its policy was to strip the 
members of its teaching staff of all political rights, but 
the right to vote for a candidate chosen (or mischosen) 
by someone else. The University of Adelaide now 
follows suit by determining that ‘No professor 
shall sit in Parliament or become a member of any 
political association; nor shall he (without the 
sanction of the Council) give private instruction or 
deliver lectures to persons not being students of the 
University.” 

Misrepresentation of the people in parliaments may 
be left safely in the hands of other professionals than 
professors, no doubt; but may I suggest that it is 
worthy of even medical attention that the right of 
political association is a fundamental right of a 
democracy and that the complementary right of 
expression of opinion on public matters affecting 
(as all public matters do) the life of the individual is 
as fundamental ? Apologists for the growing tendency 
towards the infringement of civil rights may say that 
a wise council would wisely give its sanction to wise 
courses. I would reply gently that a right is not a 
right when its exercise is subject to the sanction of 
anybody at all. 

I am, Sir, yours faithfully, 

University of Liverpool, August 13th. Tupor JONES. 
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A NATIONAL HOSPITAL POLICY 
To the Editor of THE LANCET 

Sir,—In THe Lancet of August 8th you print a 
memorandum sent by the Socialist Medical Associa- 
tion to the Voluntary Hospital Coiumission, It is 
indeed time that we adopted a national hospital 
policy. There is only so much money available to 
be spent on hospitals, and in order that this money 
shall be spent in the most satisfactory manner there 
must be greater coérdination between municipal 
hospitals and the voluntary hospitals, 

In many districts we have small voluntary general 
hospitals and large municipal general hospitals side 
by side, and this is wasteful and unnecessary. Surely 
it would be more reasonable if many of these smaller 
hospitals were converted into special hospitals, for 
example, maternity, and the general work went to 
the large municipal hospitals. We need some person 
or committee to take a wide view and codérdinate 
all our efforts, and it would be of the greatest possible 
value if to each county council there was appointed 
a practical and experienced clinician to advise on 
hospital policy. To expect a county medical officer, 
who has only limited clinical experience, to advise a 
county council on maternity, surgical, and medical 
work is neither fair to the public nor to the official 
concerned, If however in every district there was 
appointed an experienced clinician who had the 
confidence of his colleagues to advise county councils 
on hospital services, much would be gained. The 
post of hospital adviser to the county council would 
have to be a part-time post and need not and should 
not always be held by a practitioner engaged in 
private practice. If, for example, the superintendent 
of a county council hospital held the esteem and 
confidence of local medical men it would be extremely 
satisfactory if he could be appointed to this post ; 
or, on the other hand, if a private practitioner, 
either physician or surgeon, was sufficiently respected 
by his colleagues, he could be appointed. In any 
case it is essential that our present wasteful system 
should cease, and it is really doubtful whether the 
small voluntary hospital is an economic proposition 
to-day. 

It is of the utmost importance that we should 
keep in being our big voluntary hospitals because it 
is in these hospitals that we have got the spirit and 
tradition of service and devotion to duty. The 
municipal hospitals are relatively young and new, 
and they have got to build up their own tradition, 
and although they are doing it very well they still 
need the lead of the great hospitals. It would be of 
immense advantage if all our municipal hospitals 
could be administered nationally and could get right 
away from all association with the poor-law. The 
buildings in many of these hospitals are urgently 
in need of improvement, and we must not have 
workhouses and infirmaries in the same grounds as 
the hospitals. 

I would suggest that in each county or large town 
there should be established large general national 
hospitals where these are not already in being. They 
should not be too large, or administrative super- 
vision becomes difficult. About 500 beds should be 
the maximum, There should not be so many for- 
malities about admission of patients as exist at 
present, and the hospitals should allow more leniency 
to visitors. There should be a visitors’ waiting-room 
and visitors should never be required to wait in the 
rain outside the hospital gates, and to each hospital 
it is essential that almoners be appointed to help 
and advise patients’ relations in their difficulties. 
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It would be of great help too if the large hospital ward 
disappeared except for convalescent patients, and 
was replaced by small wards, one, two, three, and four 
beds only in each. 

If this system of national hospitals is established 
all the very excellent suggestions made by the 
Socialist Medical Association can be carried out to 
the great benefit of the sick people in this country. 
It is earnestly to be hoped that no time will be lost 
in establishing a national hospital coérdination com- 
mittee which would work out a national hospital 
policy. I am, Sir, yours faithfully, 

JOHN ELAM. 

Station-road, New Barnet, August 15th. 


LEUCOCYTOSIS AND UNDULANT FEVER 
To the Editor of Tue Lancet 


Sir,—In an article on undulant fever which has 
appeared recently (not in THz LANCET) the statement 
is made that if in this disease the leucocyte count 
shows a leucocytosis some other cause must be sought 
for the pyrexia than undulant fever. As the diagnosis 
in this disease is always difficult and a statement such 
as I have quoted is liable to prevent a true diagnosis 
being made in certain cases, I hope you will be kind 
enough to allow me a little space in your columns to 
correct this statement. I have examined the figures 
for the total white blood corpuscle count in my series 
of cases of undulant fever and I find that in 117 
cases, for which I have the necessary particulars 
and in which the disease was not complicated by other 
infections, though a leucopenia was present in 49 
cases (41-9 per cent.) yet the count was within normal 
limits (5500 to 8500) in 40 cases (34-2 per cent.), 
and in 28 cases (23-9 per cent.) the count was above 
normal. The two highest counts recorded were 
22,600 and 28,750 respectively. 

If any of your readers are sufficiently interested 
to require further details, I shall be very pleased to 
supply them. 

I am, Sir, yours faithfully, 
WELDON DALRYMPLE-CHAMPNEYS. 
Ministry of Health, Whitehall, S.W., August 12th. 


THE LATE SIR ALFRED KEOGH 
To the Editor of THe LANCET 


Sir,—The record of Sir Alfred Keogh’s services 
is incomplete without mention of the part he played 
in forging the instrument which he afterwards wielded 


with such signal success. In July, 1901, while the 
South African War was far from its close, a depart- 
mental committee was appointed by the Secretary 
of State for War—Mr. St. John Brodrick, now Earl of 
Midleton—for the reorganisation of the Army Medical 
Service. On this influential body Lieut.-Colonel 
Keogh was the only representative of the R.A.M.C., 
while Major (now Colonel) H. E. R. James was its 
secretary, and I—a young civilian to represent the 
medical youth it was hoped to attract to the corps— 
was his assistant. Keogh’s selection as a relatively 
junior officer put him in an invidious position, but 
the corps could hardly have had a better champion. 
He was alert, imaginative, and practical, and thus 
commended himself to his lay fellow-officers as well 
as to his civilian medical colleagues on the com- 
mittee, while he was quick to seize on the special 
characteristics of the service and to maintain its 
credit. There was little criticism of past defects 
or individual failures; proceedings were essentially 
constructive, and Mr. Brodrick put all its findings 
into force with only one exception—the seat proposed 
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for the director-general, A.M.S., on the Army Council, 
Keogh’s success both before and after the Great War 
was bound up with that of a splendid corps of officers, 
nurses, and men, a worthy and most efficient instru- 
ment of warfare, in the construction and building 
of which he played a principal part. During the 
late war it is understood that Keogh could, had he 
wished, have had his seat on the Army Council, but 
felt he had enough responsibilities without adding to 
them those of the whole Army. Few would now 
doubt that this, perhaps the most momentous decision 
of his career, was at the time correct, even if they may 
still hold with the Departmental Committee of 1901 
that for the permanent future administration of the 
Army the vital interests of its health should be 
directly represented on its governing body. 
I am, Sir, yours faithfully, 


FRANCIS FREMANTLE. 
House of Commons, August 13th. 


WHEAT-GERM OIL 
To the Editor of Tue LANCET 


Sir,—Frequent references are now found to the 
use of wheat-germ oil as a means of combating 
habitual or threatenel abortion. The interest taken 
in this form of therapy was much stimulated by the 
publication in the British Medical Journal (1936, i., 
752) of a clinical memorandum by Prof. D. W. Currie, 
wherein he describes the successful treatment of 
27 out of 30 cases of habitual abortion. It is 
of some importance to emphasise one point that 
appears to be occasionally overlooked by investi- 
gators and advertisers alike. The material used by 
Prof. Currie was, it must be insisted, not wheat- 
germ oil at all, but an extract consisting of the liquid 
unsaponifiable matter (largely freed from sterol) 
prepared from freshly extracted wheat-germ oil. 
The concentration effected by this process made it 
possible for Prof. Currie to administer daily to his 
patients the unsaponifiable matter from 5 grammes 
of oil in a 3-minim capsule. The equivalent dosage 
of wheat-germ oil was therefore of the order of 5 g. 
or'75 minims. Of course, it is conceivable that 
success might have been achieved with lower doses, 
but it seems desirable to emphasise that there is no 
evidence whatever in Prof. Currie’s report to support 
this suggestion. All that may be legitimately recom- 
mended on the basis of that report is the use, per 
patient per day, of 75 minims of oil, or of the active 
extract prepared therefrom. Advocacy of very much 
lower doses may well involve the risk of unjustly 
discrediting a new and possibly valuable therapeutic 
measure.—I am, Sir, yours faithfully, 

A. L. BACHARACH, 
Chief Chemist, Glaxo Laboratories Ltd. 

Greenford, Middlesex, August 11th. 


THE PANIS RESUSCITATOR 
To the Editor of THe LANCET 


Str,—I have read with much interest the short 
notice which you give to my apparatus, the Panis 
Resuscitator, in your issue of July llth (p. 89). It 
contains, however, certain statements with which I 
do not agree. For instance, you say that the cycle 
of the resuscitator is “rather jerky as the pressure 
is not evenly distributed throughout the stroke, 
but becomes suddenly greater when the springs 
are tightly compressed.’”’ In actual fact I have found 
that the pressure on the lower part of the back is 
distributed by the strap with remarkable gentleness 
and regularity because the springs expand more and 
more as pressure is exercised. During this time the 
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action of the springs is essentially that of a moderator. 
It comes into play only during inspiration; and 
whereas Schafer’s manual method relies on the 
elasticity of the thorax to bring air into the lungs, 
the Panis apparatus includes shoulder-rests which 
are acted on by the springs in such a way as to pull 
back the shoulders and so dilate the thorax 
satisfactorily. 

Again, I read that “‘the belt 
adjusted within small limits.’’ This statement also 
does not correspond with the facts. Numerous 
and accurate anatomical measurements have shown 
that the distance between the axis of the shoulders, 
clearly indicated on the apparatus, and the point 
of application of the pressure, as Prof. Schafer has 
precisely stated, varies but little—about 5 centi- 
metres at the most. Hence, though it is perfectly 
correct to say that the belt is only capable of regula- 
tion within small limits, it should be added that the 
pressure, according to Schafer, is applied under the 
best conditions, in consequence of the belt’s 
breadth : it is the exact prone pressure. 

On the other hand your objection that the explana- 
tory instructions are concealed is entirely reasonable 
and I have already insisted that this little fault shall 
be remedied. 

To sum up, I may claim that the Panis apparatus 
has fully justified itself in practice, with success 
in more than 2000 cases, and that the difficulties 
raised by critics during the past ten years have 
been met. I am always ready, however, to 
accept further suggestions which would improve 
the apparatus without interfering with its great 
advantages—simplicity and efficiency. 

I am, Sir, yours faithfully, 
G. PANIs, 


Chirurgien en chef. 
H6Opita] St. Charles, Commercy, Meuse, France. 
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MEDICAL PEACE CAMPAIGN 
To the Editor of THe Lancet 


Sir,—There is a growing demand that the medical 
profession should be represented at the forthcoming 
Peace Congress in Brussels in September, together 
with other professions and organisations throughout 
the world. 

The medical profession has an unenviable know- 
ledge of the bitter wastage of human life, which is the 
basis of conducting modern warfare, and is earnestly 
looking to the establishment of constructive peace and 
security. In the opinion of many doctors the four 
points of the International Peace Campaign state 
the best course which can now be followed, namely :-— 

1. Recognition of the sanctity of treaty obligations. 

2. Reduction and limitation of armaments by inter- 
national agreement, and the suppression of profit from 
the mianufacture and trade in arms. 

3. Strengthening the League of Nations for the preven- 
tion and stopping of war by the organisation of collective 
security and mutual assistance. 

4. Establishment within the framework of the League 
of Nations of effective machinery for remedying inter- 
national conditions which might lead to war. 


As there is not time before the congress to organise 
a meeting, a statement embodying the above points 
is being circulated to selected members of the pro- 
fession, and has been signed, among others, by 
Prof. W. Le Gros Clark, Mr. W. McAdam Eccles, 
Prof. D. T. Harris, Mr. Somerville Hastings, Lord 
Horder, Prof. J. R. Marrack, and Lord Moynihan. 
Would all those who are in agreement with this 
policy kindly communicate with me before Sept. 4th 
at the address given, so that the doctors attending the 
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congress may feel they have the support of a 
substantial number of their colieagues? We hope, 
at the conclusion of the congress, to issue a report. 
I am, Sir, yours faithfully, 
CECILE BOOYSEN, 
Secretary of the Medical Peace Campaign. 
12, Kent-terrace, Park-road, N.W.1, August 17th. 


MIRROR FOR VIEWING SURGICAL 
OPERATIONS 


To the Editor of THE LANCET 


Smr,—-Mr. Simpson-Smith, in your issue of 
August 15th, has described a new and excellent 
operation viewing mirror, and has referred to one which 
has been in use in my theatre at St. Bartholomew’s 
for the past two years, and which is now a standard 
pattern in the theatres at St. Bartholomew’s. This 
mirror revolves on an arm round the central support 
of the scialytic lamp, and can be set to any point 
of the compass. The mirror is attached to the arm 
by a ball-and-socket joint so that it can be adjusted 
to any angle. 

In fairness to a former dresser, who designed the 
mirror and who was an engineer before he was a 
medical student, I should like to say that this mirror 
has proved to be very efficient for the purpose and 
enables a large audience to get an excellent view of 
any operation.—I am, Sir, yours faithfully, 

C. GoRDON-WATSON. 

Harley-street, W., August 18th. 


GRAINS AND SCRUPLES 
To the Editor of Tue LANCET 


Str,—The article under the above heading on 
August 8th, by London Surgeon, includes much con- 
cerning the education of the surgeon that should be 
specially heeded by the R.C.S. 

I have now retired, ambition is no more; it is 
54 years since I became a student of medicine and 
qualified with the “double” of London. Unfortu- 
nately the R.C.S. entirely judges the capacity of a 
student by the number of marks he is able to obtain 
from examiners who know little or nothing about 
him. The R.C.S. undoubtedly incites much memo- 
rising in the primary fellowship examination, most 
of which must soon be forgotten, and is by reason 
of its practical uselessness divorced from true know- 
ledge. London Surgeon truly states that “‘ the pri- 
mary fellowship is an impossible obstacle to the more 
thoughtful kind of student.” However good clinical 
and practical a surgeon a member may have become, 
unless he has crossed the pons asinorum of -the 
primary he is debarred from the final examination 
for the fellowship. So low an estimate does the 
R.C.S. put on the general capacity of its members, 
that they are excluded from participation in the 
general affairs of the College. 

I know I was a bad examinee in the first examina- 
tions of the colleges. I was encouraged by hearing 
the great Huxley assert that he was “bad at all 
examinations.”’ In the Great War the best practical 
surgeons did not only emanate from the ranks of 
the fellows. The R.C.S. is like all ultra-conservative 
bodies who govern by an oligarchy—they pass on 
their exclusiveness from one decade to another. 

The final fellowship examination should be open to 
all members of ten years’ standing, and on the same 
terms as those who have passed the ‘“ impossible 
ten years’ mentioned above this would give the latter 
obstacle ” start for hospital appointments. 

I am, Sir, yours faithfully, 

August 17th. W. B.C. 
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THE SERVICES 
ROYAL NAVAL MEDICAL SERVICE 


Surg. Lt.-Comdr. D. M. Beaton promoted to rank of 
Surg. Comdr. 

Surg. Lt.-Comdr, W. Greaves to R.N. Hosp., Chatham. 

Surg. Lt.-Comdr. (D) E, R. Longhurst to Victory for 
R.N. Hosp., Haslar. 

Surg. Lts. R. M. Bremner to Harebell ; A. E. Flannery 
to a Devonport; an?’ C. J. Mullen to Pembroke for 
R.N.B. 





ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Lt. J. P. Corr promoted to Surg. Lt.-Comdr, 
Proby. Surg. Lt. W. 8. Walton to Courageous. 
Proby. Surg. Sub-Lt. R. A. Mogg to Caledon. 


ARMY MEDICAL SERVICES 
Col. P. Power, late R.A.M.C., having attained the age 
for retirement, is placed on ret. pay. 
Lt.-Col. 8. G. Walker, from R.A.M.C., to be Col. 


ROYAL ARMY MEDICAL CORPS 
Lt.-Col. J. W. Lane retires on ret. pay. 
Majs. C. O. Shackleton and H. Walker, M.C., to be 
Lt.-Cols. 
ARMY DENTAL CORPS 
Capt.J. Stevens, having attained the age limit of liability 
to recall, ceases to belong to the Res. of Off. 


REGULAR ARMY RESERVE OF OFFICERS 

Capt. J. D. O'Neill (late I.M.S.) to be Capt. 

Col. H. 8. Roch, C.M.G., C.B.E., D.S.O. (late R.A.M.C.), 
having attained the age limit of liability to recall, ceases 
to belong to the Res. of Off. 

TERRITORIAL ARMY 

Maj. R. O. Brooks, from T.A. Res. of Off. (8th Bn. 
Manch. R.), to be Capt., and relinquishes the rank of Maj. 
(Substituted for notification in Gazette of July 21st.) 

A. H. L. Baker (late Cadet C.S.M., Sherborne Sch. 
Contgt/, Jun. Div., O.T.C.) and J. E. Elliott (late Cadet 
Lee.-Corpl., Marlborough Coll. Contgt., Jun. Div., O.T.C.) 
to be Lts. 

ROYAL AIR FORCE 


Group Capt. A. 8. Glynn to Headquarters, Fighter 
Command, Stanmore, for duty as Principal Medical Officer. 

Wing Comdrs. V. 8. Ewing to Headquarters, Coastal 
Area, for duty as Deputy Principal Medical Officer 
(Hygiene); R. J. Aherne, M.C., to Headquarters, Fighter 
Command, Stanmore, for duty as Deputy Principal Medical 
Officer ; and W. J. G. Walker to Princess Mary’s R.A.F. 
Hospital, Halton, for duty as Medical Officer. 

Squadron Leader A. Harvey to Headquarters, Fighter 
Command, Stanmore, for duty as Deputy Principal 
Medical Officer (Hygiene). 

Flight Lts. A. M. Weston to R. A. F. Hospital, Cranwell ; 
H. J. Melville to Central Medical Establishment, London ; 
and G. A. M. Knight to R.A.F. Depét, Uxbridge. 

Flying Offr. D. W. I. Thomas ceases to be seconded 
to St. George’s Hospital. 

Dental Branch : Flight Lt. H. Keggin to R.A.F. Station, 
North Weald. 


COLONIAL MEDICAL SERVICE 

The following appointments have been made: J. Cooke, 
F.R.C.S., Medical Superintendent, Colonial Hospital, 
Port of Spain, Trinidad; J. P. Harrison, M.R.C.S., and 
C. H. Smith, M.C., C.M., Medical Officers, West Africa. 
Dr. E. Cochrane becomes Medical Officer, Gold Coast ; 
Dr. G. E. Craig, Assistant Director of Medical Service, 
Nigeria; and Dr. J. 8. Cramer, District Medical Officer, 
Fiji. 8. W. Harding (Dental Surgeon, Falkland Islands), 
becomes Dental Officer, Malayan Medical Service. 


INDIAN MEDICAL SERVICE 


Majs. to be Lt.-Cols.: M. L. Bhargava, G. A. Hildreth, 
T. R. Khanna, and 8. Dutt. 

Lt.-Col. H. H. King, C.I.E., retires. 

Maj. G. Verghese, M.D., I.M.S., is granted the local rank 
of Lt.-Col. without effect on pay and pension while 
empld. as Director of Health and Prison Services, Orissa. 
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SYDNEY WALTER CURL, M.A., M.D. Camb., 
F.R.C.P. Lond. 


Dr. Sydney Walter Curl, who died on August 13th, 
was born in Norwich in 1874, and educated at the 
Norfolk County School and Downing College, 
Cambridge. He proceeded for his clinical work to 
St. Bartholomew’s Hospital, obtained honours in 
the Natural Science Tripos, and graduated as M.B., 
B.Chir. in 1900, taking the M.R.C.P. Lond. in 1903. 
He held resident appointments at the West London 
Hospital, the Great Ormond-street Children’s Hos- 
pital, and the Royal National Hospital for Consump- 
tion, Ventnor, and then went into practice at Col- 
chester. He was appointed physician to the Essex 
county hospital, and as would be expected from 
his previous work soon made a mark as a highly 
competent clinician. He took charge of the electro- 
therapeutic department at the hospital, and made 
valuable contributions to the Quarterly Journal of 
Medicine, to the British Medical Journal, and to our 
own columns. In 1906 he was appointed Arris and 
Gale lecturer at the Royal College of Surgeons, taking 
as his subject the arterial pulse, its physiology and 
pathology. The lecture was published in THe LANCET 
and it set forth the prevailing ideas at that date as 
to the nature of the arterial pulse both in health and 
disease, displaying the lecturer as industrious and 
widely read. 

During the war, with the rank of Capt. R.A.M.C., 
he was at first attached to the Ist Eastern General 
Hospital, Cambridge, but later served in France 
with the 55th General Hospital, and recorded some 
of his experiences in the Quarterly Journal of Medicine 
in a paper entitled Contralateral Signs in Gunshot 
Wounds and Injuries of the Chest. He was elected 
F.R.C.P. Lond. in 1918, and at the time of his death 
was consulting physician to the Colchester (Essex 
county) Hospital. 


ORLANDO INCHLEY, M.A., M.D. Camb. 


THE death took place on Sunday, August 2nd, 
at Totteridge, of the well-known pharmacologist, 
Dr. Orlando Inchley. He went to Cambridge in 
1891 as a scholar of St. John’s College and obtained 
a first class in the Natural Science Tripos in 1895. 
He joined the medical school of St. Bartholomew’s 
Hospital, and in 1900 took the English double 
qualification and graduated at Cambridge as M.B., 
B.C., proceeding to the M.D. in 1905. He held 
resident posts at the West London Hospital, and while 
there made clinical communications in collaboration 
with that original surgeon, Charles Keetley. But 
his direction was now towards research and he wrote 
in the Journal of Hygiene articles showing his 
familiarity with laboratory methods, especially one 
on an improved method of measurement in tests with 
precipitating antisera in collaboration with Dr. 
Nuttall, and one on pilocarpine in relation to precipitin 
immunity. In the Journal of Physiology he wrote 
a description of an instrument for recording the 
activity of cilia, the cilioscribe, jointly with the late 
W. E. Dixon, and also a paper on a rapid method of 
estimating the specific gravity of the blood. He 
investigated the influence of the electric current on 
the absorption of drugs, and in a carefully controlled 
series of experiments showed that, while it was 
possible to drive many drugs through the skin by a 
constant current, it was impossible to drive drugs 
into deeper structures such as joints. The paper 


was published in the Journal of Pharmacology and 
Experimental Therapeutics, and the work was done 
under tenure of a B.M.A.scholarship. Inchley became 
interested in the action of histamine, and devised a 
method by which he could perfuse the veins and 
arteries separately, and was able to show that they 
contract independently. In a later publication he 
showed that the veins generally, and the pulmonary 
veins in particular, were more sensitive to histamine 
than the arteries, and concluded that histamine 
shock is essentially due to venous constriction. The 
fine standard of his work was recognised and he was 
appointed assistant Downing professor of medicine 
at Cambridge, working in close collaboration with 
Dixon. During the war he served on the staffs of 
the Ist Eastern General Hospital and the Norfolk 
War Hospital, and in 1920 succeeded Dixon as 
lecturer on pharmacology at King’s College, London 
University. 

The death of Dr. Inchley is a 
medicine. 


loss to scientific 


WILLIAM STEVENSON MALCOLM, M.D. Edin. 


Dr. William Stevenson Malcolm, who died suddenly 
in Dundee on August 7th, was well known not only 
in Dundee where he passed his whole professional life 
but in medical circles generally for his interest in 
cardiology. He was born in Blairgowrie in 1871, 
the son of Mr. John Malcolm, F.E.1.S., and was 
educated at Daniel Stewart’s College and the 
University of Edinburgh where he graduated as 
M.B., C.M. in 1895. He served as junior demonstrator 


of pathology at the University and then commenced 
his long association with the Dundee Royal Infirmary, 


first as house surgeon and then as house physician. 
A brief interlude of service with the Ocean 8.8. Co. 
was followed by his appointment as medical tutor 
at the University of St. Andrews and latterly he was 
elected to the staff of the Dundee Royal Infirmary 
as electrocardiologist. He became known over a 
wide area in Scotland as a skilled heart specialist, 
and both at the infirmary and in his private practice 
he devoted attention almost entirely to heart troubles, 
while his position as a cardiologist was recognised 
by appointment as heart specialist to the Ministry 
of Pensions. His death occurred just after returning 
to Dundee from Oxford, where he had attended the 
annual meeting of the British Medical Association. 
He was actually attending a patient in his surgery 
when he collapsed, dying shortly afterwards. 


SHEPHARD THOMAS TAYLOR, M.B. Lond. 


THE death occurred at Edgefield, Melton Constable, 
Norfolk, on August 13th, at the advanced age of 96, 
of Shephard Taylor, well known to four generations 
of Norfolk men. Born in 1840 he commenced his 
career by apprenticeship at Norwich with the well- 
known Dr. Frederic Bateman, apprenticeship being 
in those days the usual method of commencing the 
medical curriculum. He entered as a student at 
King’s College Hospital, London, in 1860, and 
qualified as M.R.C.S. Eng., L.R.C.P. Lond. in 1863, 
while he graduated at the University of London in 
the following year. He attended post-graduate 
courses in Berlin in 1871, and was for a time actively 
interested in sanitary work, functioning under the 
old dispensation as medical officer of health in 
Essex and Northamptonshire. He was appointed 
resident medical officer at the Norwich County 
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Dispensary, later to become physician to the Norfolk 
and Norwich Hospital and the Jenny Lind Infirmary, 
and M.O.H. for Cromer and district. He retired 
from active practice many years ago to employ his 
leisure in literary work based on personal experience. 
Thus Shephard Taylor recorded his reminiscences of 
Berlin after the Franco-German work, analysed the 
annual health reports of Norfolk over certain periods, 
and published an amusing and interesting ‘‘ Diary 
of a Medical Student’ in Norwich during the years 
1858 and 1860. This little book was well worth 
writing. It gave a detailed account of life as a medical 
student at an important provincial school, while 
providing a running comment on society in general 
in Norfolk at that time. We make acquaintance 
here with the famous Crosse family, William Cadge, 
Frederic Bateman, Peter Eade, Edward Copeman, 
and others who formed in the cathedral city a coterie 
of unusual medical accomplishment. Shephard 
Taylor remained after he had outlived his contem- 
poraries a popular figure with the residents in Nor- 
wich, and contributed regularly to the Hastern Daily 
Press amusing letters on all sorts of subjects, for he 
was a good field naturalist, had the sanitary science 
of his day at his fingers’ ends, and was a lover of tho 
countryside. 


VICTOR ALEXANDER JAYNES, M.R.u.S. Eng. 


Dr. Victor Alexander Jaynes, a very senior member 
of the medical profession, died on July 22nd a victim 
te a motor accident. He received his medical educa- 
tion at Guy’s Hospital and obtained his medical 
qualification 60 years ago, but until 1925 was in 
active practice in the Bermondsey district, where 
he had held throughout his professional career many 
public appointments, such as public vaccinator, 
medical officer to the Metropolitan Police, and a 
certifying factory surgeon. The regard in which he 
was held by his colleagues was shown by his election 
as president of the Metropolitan Police Surgeons’ 
Association and as honorary secretary and later 
treasurer of the Association of Public Vaccinators, 
while he was also a member of the council of the 
Medical Defence Union. For the last 28 years of his 
life Dr. Jaynes lived at Bromley, and up to the day 
of his fatal accident was an active man. 


ALEXANDER GRANT, M.B., C.M. Aberd. 


Tur death occurred recently in his sixty-ninth 
year of Dr. Alexander Grant, who practised at dif- 
ferent periods in Colne and Chorlton-on-Medlock. 
He was the fourth son of the late Mr. William Grant, 
distiller, and was educated at Mortlach School and 
the University of Aberdeen, where he held a bursary 
and gained a gold medal in surgery and various 
prizes. In 1909 he took the D.P.H. at the Victoria 
University, Manchester, where he graduated B.Sc. 
Hyg. and held a fellowship. In 1912 he was appointed 
first school medical officer for Banffshire, which posi- 
tion he held until 1926. Early in 1915 he volunteered 
for war service, and was sent to Malta as bacterio- 
logist to St. Patrick’s camp. He served in a similar 
capacity at Cromarty, and was demobilised in the 
spring of 1919. 

Dr. Grant was a man of very wide interests. He 
was county councillor for the landward division of 
Mortlach, retiring last December owing to ill-health. 
He was also chairman of the directors of Wm. Grant 
and Sons Ltd., distillers. He is survived by two 
daughters, Mrs. W. Grant Gordon, M.B., Ch.B., 
D.P.H., Bearsden, and Mrs. F. M. Collinson, B.L., 
London. 
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LIEUT.-COL. ROBERT KNOWLES 


WE have received from Sir Leonard Rogers the 
following tribute to the worth and work of Lieut.- 
Col. Robert Knowles whose death was recorded 
in these columns last week :— 

“T gladly avail myself of the opportunity to 
contribute a brief personal tribute to my friend, 
the late Robert Knowles, I.M.S., whose untimely 
death deprives India of one of the most able and 
indefatigable of research workers, and coming 80 
soon after that of his co-worker, Acton, it will be 
very difficult to 
repair. Knowles p= === 7 I 
was the most en- 
thusiastic and hard- 
working investi- 
gator I ever met, 
who formed an 
ideal combination 
with Acton, also 
full of original 
ideas. Knowles was 
an able and untir- 
ing writer, and 
their work on snake 
poison investiga- 
tions at Kasauli, 
performed before 
the war, is of per- 
manent value. 
Later, while in 
charge of the 
Shillong Research 
Institute, Knowles 
commenced his . 
work on kala-azar, which was fittingly crowned 
by the discovery, with the help of colleagues at 
the Calcutta School of Tropical Medicine, where 
he was professor of protozoology, of the develop- 
ment of the Leishmania donovani in sand-flies. 
He was also an admirable lecturer and demon- 
strator, as well as an organiser, to whom that school 
owes much of its success. His books on proto- 
zoology and on dysenteries are also of great value, 
while he never spared himself and was most unselfish 
and helpful as a colleague and as director of the 
school after the decease of his friend Acton. In 
addition, he proved an admirable editor of the 
Indian Medical Gazette, and his annual reviews of 
the Indian medical year were especially valuable. 
His most recent work was on forms of monkey 
malaria, and a very extensive epitome, and list of 
hundreds of references to published and unpublished 
Indian reports on malaria, is a monument of industry. 
Added to this the Calcutta School was commonly 
understaffed and he often undertook the duties of 
other officers who were on leave. In fact there can 
be no doubt that his health suffered from the over- 
working of such a willing horse. His cheerfulness, 
unselfish devotion to duty, and good nature endeared 
him to all his friends and colleagues, including his 
Indian assistants, and it is difficult to conceive of his 
place being adequately filled.” 


COLONEL KNOWLES 


EDITH CECILY PHELPS, L.R.C.P. Lond., 
M.R.C.S. Eng. 

Dr. Edith Cecily Phelps responded to the call of 
the war by joining the medical profession in middle 
age. She was born in 1880, but during the war 
decided to enter the medical profession and was 
trained at the London School of Medicine for Women, 
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She qualified in 1922 and practised with untiring 
zeal in the poorest districts of Poplar. She took a 
deep interest in the many problems surrounding the 
housing of her clientéle, and with the assistance of 
friends became the owner of property which could be 
converted into flats for poor families, her activities 
being later taken over by the Bethnal Green Housing 
Association, on whose committee she served. She 
was a district medical officer to the London County 
Council, a prominent member of the Medical Women’s 
Federation, and had a valuable and self-sacrificing 


_ MEDICAL NEWS 


Medical Society of London 

The programme for the first half of the 164th session 
of this society opens with the annual general meeting at 
8 P.M. on Monday, Oct. 12th, after which, at 8.30 P.m., 
Sir William Willcox will give his presidential address 
entitled Clinical Immunity. Dates and subjects for the 
Monday evening discussions are as follows: Oct. 26th, 
carcinoma of the cervix (to be introduced by Mr. Malcolm 
Donaldson); Nov. 9th, etiology and treatment of 
impacted wisdom teeth (Mr. Bowdler Henry); Dec. 14th, 
treatment of hematemesis (Dr. H. Letheby Tidy, Mr. 
G. Gordon-Taylor, Dr. G. de Bec Turtle). On Nov. 23rd 
there will be a clinical evening. The Lettsomian lectures for 
1937 will be given by Sir Thomas Dunhill on Feb. 15th, 
24th, and March Ist, his subject being the surgery of the 
thyroid gland. Dr. R. A. Young will deliver the annual 
oration on May 10th, speaking on perspective and poise 
in practice, and Sir Robert McCarrison the Lloyd Roberts 
lecture on adventures in research, on Nov. 19th, 1936. 
The address of the society is 11, Chandos-street, W.1. 
Ministry of Health 

The Minister of Health and the President of the Board 
of Education have jointly appointed Mr. E. R. Thompson 
to be press officer in the public relations departments of 
the Ministry and the Board. 
A Conference Postponed 

The tenth annual conference of the International Union 
against Tuberculosis, which was to have been held in 
Lisbon from Sept. 7th to 10th, has been postponed. Date 
and particulars of the new arrangements for the con- 
ference will be announced as soon as possible. 


Royal Infirmary, Aberdeen 


The Duke of York, accompanied by the Duchess, will 
open the new Royal Infirmary next month. 
A Course on Venereal Disease 

During the autumn Lieut.-Colonel E. T. Burke, director 
of the London County Council (Whitechapel) Clinic, is to 
give a course of instruction on modern methods in the 
diagnosis and treatment of venereal diseases. The lectures 
and demonstrations will be given on Monday, Wednesday, 
and Thursday afternoons from Oct. Ist., but attendance 
for practical tuition will also be required. Further 
particulars may be found in our advertisement columns, 


Royal Eastern Counties Institution for the Mentally 

Defective 

Research in the heredity and causes of mental deficiency 
has received a great impetus through the generosity of 
the Hon, Alexandrina Peckover, who has given £2200 for 
the building of a laboratory and research offices at the 
Royal Eastern Counties’ Institution at Colchester. For 
the last five years an important inquiry has been carried 
on at the institution by Dr. Lionel Penrose and his assis- 
tants, and has been jointly financed by the Medical 
Research Council, the Darwin trustees, and the institution. 
It was felt that there should be far reaching results from 
this work and, since the research department had out- 
grown its previous temporary quarters, a new laboratory 
was urgently required. In 1900 the late Lord Peckover 
presented to the institution the Peckover schools and 
workshops, and these have had a beneficial and lasting 
influence on the success of the training there. 
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Dunbar Hospital, Thurso 


Sir Archibald Sinclair has opened a new wing to this 
hospital. 


Central Middlesex Hospital 

The Middlesex Council is spending £200,545 on exten- 
sions to the Central Middlesex Hospital in North Acton. 
These include a new maternity ward block of 60 beds. 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


et POSTGRADUATE MEDICAL SCHOOL, 
road, 

THU nanay, August 27th.—2 
crinology. 

FRIDAY 2.15 p.m., Department of Gyneecology : 
logical Demonstration 

Daily, 10 a.m. to 4 P.M. Medical Clinics. Surgical Clinics 
or Operations. Obstetrical and Gynecological Clinics 
or Operations 


Ducane- 
15 P.m., Gyneecological Endo- 


Patho- 


Agnciatasende 


CroME, LEONARD, L.R.C.S., has been appointed 
Medical Officer at Brockhall, near Blackburn 
Eis, MAXWELL, M.D. Lond., F.R.C.S. Eng., Hon. Surgeon 

to the Golden-square Throat, Nose, and Ear Hospital, 
London. 
LIVINGSTONE, 
to the 


Assistant 


GAVIN, M.B. Lond., F.R.C 
Golden-square Throat, 
London. 


MacDoueaLL, I. A., M.R.C.S. Eng., 
Monsall Hospital, Manchester 

PIMBLETT, G. B. S., M.R.C.S. Eng., Medical Officer at Rampton 
State Institution for Mental Defectives. 


Certifying ba under the Factory 
Acts: Dr. J. Pearson (Bonnybridge District, Stirlingshire) ; 
Dr. E. J. Jones (Pembroke District, Pembrokeshire); Dr. G. 
Burnet (Hemel Hempstead District, Hertford). 


Births, Marriages, and Deaths 


BIRTHS 


lith,. at 
Blac kwood, 


8S. Eng., Hon 
Nose, and Ear 


Surgeon 
Hospital, 


Junior Medical Officer at 


and Workshop 








BLackKwoop.—On August 
wife of Frederick A 
a daughter. 
GEAR.—On August 
Gear, of a son. 
LiTTLE.—On August 11th, 
Nursing Home, Sheffield, 
wife of George 8. R. Little, 
Notts—a son, David 
MARSDEN.—On August 14th, at Sidcup, the 
Pickford Marsden, of a son 
PINnEY.—On August 8th, at 
of Dr. A. Piney, of a son 
ScotTt.—On Angust 12th, at 
Philip G. Scott, F.R.C 
of a daughter 
WitiiaMs.—On August 9th, at Devonshire-place, 
Garth Williams, F.R.C.S., of a son 


MARRIAGES 


KERR—DrReEwriTT.—On August 10th, at St. 
Twickenham, John Norman Kerr, M.D. Lond., to 
Evelyn E. Drewitt, daughter of Mr and Mrs. Dre wit, 
of Twickenham Park, formerly of Bournemouth. 

GOLDEN WEDDING 

Ross—Danrets.—On August 17th, 1886, 
Church of Brighton, Douglas M. 


Emma Daniels. 
DEATHS 


13th, at New 
Percy J. L.R.C.P., L.R.C 
Glase¢ 


CURL 508 August 13th, in London, Sydney W 
F.R.C.P. Lond., of Colchester, aged 62 

GorRE.— “ August. 12th, at Kingston, Folkestone, 
Joseph Gore, M. Kt cs Eng., in his 74th year. 

Rops.—On August 10th, in Orkney Islands, Scotland, 
Jenkins Robb, 0.B.E., M.D. Glasg., D.P.H. Birm 
Norton, Birmingham. 


A fee a 78. 6d. is charged for the insertion of Notices of 
irths, Marriages, and Deaths. 


Newcastle -on-Tyne, 
F.R.C.S., 


the 
Durham, of 
12th, at Pretoria, the wife of Dr. H. 8. 
1936, at 

to Megan 
M.R.C.S 


the Shearwood-road 
(née Evans-George), 
, L.R.C.P., of Worksop, 
wife of Dr. J. 
Devonshire-place, W., the wife 


wife of 
Harley-street, 


Devonshire-place, the 
S.Eng., of 130, 


the wife of 


Stephen’s Chure bh, 


at St 
Ross, 


Peter’s Parish 
M.D. Edin., to 


BAaTEMAN.—On August 


Cross-road, wo 
Bateman, 


S. Edin., L.R.F 
Curl, M.D. Camb., 
Alfred 


James 
, of King’s 


N.B.— 
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NOTES, COMMENTS, AND ABSTRACTS 





THE GIRL WHO HAD TOOTHACHE 
SOME REFLECTIONS DUE TO HER CASE 


By V. Sux, M.D., Ph.D. 


' PROFESSOR OF ANTHROPOLOGY, MASARYK UNIVERSITY, BRNO 





THE story is as from the north coast of Labrador. 
A narrow and deep bay, on both sides high, steep, 
barren rocks, At the end of the bay an almost deserted 
station, with just a few people, white, near white, 
and Eskimo, and some dogs; all the people that 
were left after the last ‘flu epidemic. On one side 
of the bay, not far from the station, a patch of land 
with plenty of small white crosses, like a war cemetery 
> Europe. Altogether a bleak, dismal-looking 
place. 

Our boat, a three-masted, square-rigged barque 
of 230 tons, with an auxiliary steam engine, dropped 
anchor a couple of hundred yards from the station 
to stay overnight before proceeding further north 
early next morning. The station motor-boat brought 
us to the pier. A pier is a big word for this con- 
struction, just a few piles, a few boards, and a very 
primitive ladder, that’s all. The Eskimos of the 
motor-boat unloaded our medical outfit, medicine 
chest, surgical instruments, bags with ‘ dressings, 
and medical kit. On the station flag-pole the red 
ensign welcomed us, on the pier and near it a couple 
of people. They talk very little, one could almost 
= that they had forgotten to talk in this lonely 
place. 

Out of the corner of my eye I caught sight of a tiny 
figure. ‘‘ You the doctor?” I turned round to 
see a slim, pale girl, I guessed about 11 to 12 years 
of age, evidently of white parentage, dressed in the 
usual garments of the coast, with the Eskimo summer 
overcoat and Eskimo boots. ‘ Yes, I am the doctor.’’ 
With a friendly smile she said ‘‘ I was waiting for you,”’ 
and with the earnestness of an adult person looked 
after our kit being carried to the station, a large, 
almost empty mission house. In one of the spacious 
rooms, with a couple of tables, chairs, and benches 
a@ surgery is established in a few minutes, . 


A PATHETIC PATIENT 


My first patient is the pale-looking girl of the 
pier, daughter of the station watchman, with her 
mother. ‘‘ Oh, doctor, my girl is so worried with her 
teeth, please do pull out all of them, she can hardly 
eat.”” The good girl sits down quite quietly, leans 
her head back in my wife’s arms, and opens her mouth. 
She doesn’t close her eyes, is pg yd calm, and her 
grey eyes look at me so friendlily. IL inspect her mouth 
—her mother told me that she is almost 15—and 
hardly one sound tooth left in her head! All stumps, 
roots, and several small periodontal abscesses. 
“Oh, doctor, do please pull out everything,”’ repeats 
her mother. A sad thing for a doctor! I know well 
that early the next morning I have to leave, for our 
ship is bound north, I know that may be, if all goes 
well, I shall be back in four or five weeks’ time at the 
soonest. I know general anezsthetics are out of the 
question and even local anesthesia impossible owing 
to the bad state of the c=. **T cannot do it in one 
sitting, to-day I shall do the left side and the other 
when I come back,”’ I said to the mother. ‘‘ And 
when do you come back, doctor?’ asked the pale 
girl quickly. ‘In about four or five weeks’ time.”’ 

e girlis quiet, doesn’t even wince, and so my work, 
fortunately, is quickly done; and everything, so far, 
finished, she thanks me very heartily. Early in the 
morning we left. 

Four weeks , then five, six, seven, eight. 
At the end of the eighth week, when all the rocks 
were covered with snow and some of the bays were 
packed with drift snow and drift ice, we came back, 
and once more turned into the bleak bay. At the end 


of the bay we see the snow-clad, deserted mission 
house and in front of it, once more on the flag-staff, 
the Union Jack greeting us. From the pier comes the 
small motor-boat, in it the father of the pale girl. 
‘‘How is your girlie?’’ I am asking. He turns 
round towards the station and points to the pier. 
‘* Don’t you see her? she is over there on the pier, 
waiting for you. Every now and again she was saying : 
but surely the doctor did promise me to come back 
in a month; and as you didn’t come she went to 
the point every day to look out for the ship.” The 
point is nearly a couple of miles out in the bay and a 
pretty steep rock at that; and there the good girl 
was waiting day after day on the look-out for the 
boat, and when on the horizon the tall masts of our 
square-rigged barque were visible she knew at once 
that it was our ship, for we were the last boat before 
the winter sets in. She ran back to the station, 
announced our approach and the first thing she asked 
her mother was: ‘“ Will the doctor surely be on the 
boat?” ... ‘* Good morning ”’ she greets us at the 
pier with a smile and looks after our bags and chests. 

Once more we are in the empty mission house, 
once more the pale girl is sitting in front of me, quiet, 
composed, her grey eyes looking at me. In a short 
time the other half of her poor little mouth is done 
and the little patient thanks me very much once 
more. Next day we leave. I stand on the bridge 
looking through a telescope. Over there on the pier 
the good girl is standing and waving good-bye; one 
of the Eskimos lifting a rifle fires a fareweil salute. 
We shall never see them again... . 

No doubt the girl already needed an artificial 
denture which, of course, I could not give her, for 
though I had a folding tooth drill with me, all I knew 
and could do in the line of conservative dentistry 
was to fill up small cavities with cement or gutta- 
percha. But for artificial teeth, for a full treatment 
of her mouth she ought to have gone to Newfoundland, 
well-nigh a thousand miles across the North Atlantic, 
and, of course, a thousand miles back; yet nobody 
could have told her exactly when it would have been 
possible for her to travel back, perhaps she might even 
be detained over the winter, which means about 
nine months. Everything of this sort was out of the 
question for her, as her family, owing to depressed 
conditions on that almost deserted point of the coast, 
was nearly destitute. ... 


DIET AND TEETH 


What do the ple in towns, all over the world, 
know about conditions like that ? People who have 
a doctor and a dentist at each corner? People who 
grumble about doctors, hospitals, panels, ambu- 
lances, dispensaries, clinics, &c.? If they have 
toothache, well in two or three minutes they may 
be relieved and get a proper treatment. And here 
is this pale girl! How did she suffer? I do not 
even want to imagine, during the long, almost endless 
days and nights of the eight months of winter. In 
their distress they had almost nothing to eat, just 
some sort of black tea, without sugar, even no treacle. 
At the end of the winter, before ships came, they 
had almost nothing, no butter or any sort of lard, 
not even margarine. Just tea and hard and old— 
not first-class—ship’s biscuits. Occasionally some 
dried cod fish, very rarely fresh seal meat, all pro- 
visions being exhausted. 

What wonder that she was pale, looked with her 
15 years about 11, and had almost all of her teeth 
decayed beyond hope, beyond repair! Her father, 
a man of about 40 years of age, had not one of his 
teeth left! During my medical work on the north 
coast of Labrador I had opportunity of seeing 
professionally the settlers on the coast, mostly 
Canadians or Newfoundlanders of white extraction, 
and besides this, the mixed breeds, white Eskimos 
and white Indians, and very many pure Eskimos, 
especially on the northern stations. 
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Perhaps the worst teeth I ever saw amongst many 
thousands of individuals I examined for decayed 
teeth were some thousand natives from Natal 
and Zululand in South Africa, and several thousand 
of school-children, students, and gymnasts in different 
parts of Ozechoslovakia, especially in the city of 
Prague, in Brno, and all over Subcarpathian Russia : 
equally bad teeth were found amongst the settlers of 
white extraction on the north coast of Labrador, 
while perhaps the best teeth were amongst the 
Eskimos living on the same coast. Even in old 
people, especially women who have to chew sealskins 
to make boots, kayaks, &c., although the crowns 
are worn down to the level of the gums the teeth 
remain perfectly functional, without any decay. 
Some of my dental casts of Eskimos can be seen 
in the dental exhibition of the museum of the 
Royal College of Surgeons of England. Although I 
was on the look-out for such a tooth with the crown 
worn down, to make a section through it and inspect 
the pulp cavity, I had, as a matter of course, no 
chance to extract one, for all of them were 
sound. Some years later I found in ossuaries here 
in Moravia, amongst several thousands of skulls of the 
last century, one skull with teeth worn down like 
those found in the Eskimos. A longitudinal, sagittal 
section through one lower molar of that particular 
skull shows very plainly that almost the whole 
pulp cavity is from its roof filled up with new dentin, 
hence evidently a restitutional process which makes up 
for the loss of the dentin of the crown. 


AN INDICTMENT OF THE TOOTH-BRUSH 


On the whole, the most tooth-brushing and mouth- 
washing races have the worst teeth, and in connexion 
with this I shall not forget this pale settler girl 
in that almost abandoned station saying to me: 
‘** Why, doctor, I’ve got such bad teeth and, you see, 
I brush them every day.”’ Poor girl! it was almost 
as if she would have accused herself of insufficient 
care of her teeth, and I did not feel quite at peace. 
I think every conscientious medical man has in 
moments like that an unpleasant sensation of being 
somehow an impostor. A couple of years later, in a 
fine city of Europe, I saw school-children at “‘ tooth 
drill”? and I had the same, quite uncomfortable 
feeling. What nonsense when one hears those 
“exact ’”’ instructions! ‘‘ Ten times up and down” 
—* right and left ’’—‘‘ lower and upper ’’—*‘ outside 
and inside’’—and so on. It looks really so exact 
to count the tooth-brush strokes and to direct small 
children, bound to be impressed, with the strictness 
of a drill sergeant! And yet, who will venture to 
prove satisfactorily the value of such a drill ? 

That tooth-brushing, reduced to arithmetic for- 
mule, is really beneficial to the teeth and to the gums 
is questionable. Quite the same is true of the 
innumerable mouth washes which have “ inhibitory 
power against bacteria’’ and contain ‘“‘ antiseptic 
agents’’ so that, employed with the tooth-brush, 
they sweep the oral mucosa clean of germs. We 
may perhaps ask, would any sensible biologist, who 
takes minute pains to grow tissue cultures in vitro, 
add to his broth some salol, menthol, thymol, saccha- 
rine, potassium chlorate, &c., &c.? Surely not, 
and yet, this is what we are doing every day with our 
gums and what we teach other people to do—some- 
times people who have ten times better teeth than 
we have. Why do we perform this so-called oral 
hygiene ? I venture to answer: for the sole reason 
that the oral cavity is so very easy of access. 

Why do we not advocate generally the getting rid 
of germs by means of modern patent washes, for 
instance in the maxillary, ethmoidal, and frontal sinus 
and in the auditory tube? Because they are not 
accessible, at least (and fortunately so) not for every- 
day practice. But all these cavities are, so to mek. 
natural culture tubes and yet we see that without 
any brushes and washes they normally do not grow 
many bacteria, in other words, the specific responses 
of the respective mucous membranes are sufficient 
to act inhibitorily in most cases, although the roads 


of access are truly broad enough for the entrance 
of germs. Further, as an instance, it is already a 
maxim with every conscientious medical man attend- 
ing a maternity case not to interfere with the vaginal 
mucosa, and yet, if we go back only some 20 or 
30 years, how many vaginal irrigations were found 
scientific, necessary, and all important for the well- 
being of the individual at that time! Alas, the 
history of medicine, although it should be, does 
not seem to be a much-consulted teacher. The 
maltreated oral mucosa, besides boiling hot and icy 
cold drinks, has to suffer all the thousand antiseptics 
that busy chemical industry has invented, and, 
in addition to that, is every day scratched and 
lacerated by means of brushes with very sharp 
bristles which collect all the bacteria to keep them at 
‘** room temperature ”’ to the next day (a fine incuba- 
tion!). One could easily multiply such instances, 
but if we take what has been said above, cum grano 
salis, we shall understand the meaning of it. We do 
not, of course, advocate any primitivism of the 
Papuan or Botocudos sort, yet we cannot help 
wondering at the-simple-mindedness of some of the 
oral hygiene enthusiasts who, in spite of all the 
unfavourable statistics on decay of teeth, occurrence 
of pyorrhoea alveolaris and apical infection in whites, 
teach our children and some primitive people who still 
stand in awe of the white man’s civilisation to 
scratch their teeth and lacerate their gums by means of 
very sharp bristles and to disturb their living oral 
mucosa by chemical means of a thousand sorts, 
forgetting that alveolar pyorrhcea occurs in many 
stall-fed animals and develops even very quickly 
in wild animals as soon as they are kept in captivity, 
as, for instance, is known in some species of Prosimiz. 

In natives of Africa, over a thousand cases, I 
never saw the thick film on their teeth as is so often 
seen in individuals of the over-domesticated popula- 
tions of modern times. But, of course, the natives 
referred to eat much unsoftened food, which they 
have to chew properly, and the Eskimos on the 
north coast of Labrador (and fortunately for them) 
still adhere to the diet of their forefathers, eat much 
raw food, raw seal blood, raw seal blubber and seal 
meat, whereas, alas, the white people resort more 
and more to the different manufactured artificial 
and tinned foods. White settlers on the coast do 
the same ; their diet is softened by all sorts of chemical 
and physical processes, above all witness that over- 
refined white bread—the whiter the better—which 
has all the physical properties of aerated blotting 
paper. And they go out with the superior airs of a 
white teacher—always with the best intentions— 
to instruct natives in the same foolish habit of 
incorrect feeding. Some while ago, natives in a far- 
away corner of the South Seas once said to a scientific 
expedition: ‘‘ We do not want any doctors; no 
medicines ; please, leave us alone ”’ 


And thus we left the lonely bay and that good, 
poor girl. But what does it mean for a human soul 
with perhaps 10 or 12 teeth aching to be told by 
the doctor, not that he will come at once, but that 
he will come after four weeks and then he comes after 
eight? Really and truly, how often are these great 
souls strong in small people as in that good girl? 
I know she didn’t grumble at me; that I came after 
eight weeks, I really could not help. 





INDUSTRIAL INDIA 


TuHE state of factories in Great Britain has again 
been brought before the public during the past 
fortnight, and for purposes of comparison it is 
interesting to see an analogous report from India.’ 
In Bengal, it appears, there are now 1739 registered 
factories, 437 of them being seasonal only, and the 
work done is very variable, including rice-milling, 


*Annual Report on the 
Act in Bengal for 1935. 
ment Press, Bengal. 


Administration of the Factories 
Government Printing, Bengal Govern- 
1936. Pp. 72. 10d. 
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engineering, manufacture of matches, printing, sugar 
refining, jute-milling, and hosiery-making. The 
manufacture of all-rubber and rubber-soled shoes is 
an entirely new industry in Bengal since 1932 and 
has developed rapidly; the total output is now 
from 75,000 to 100,000 pairs a day. Process- 
machinery and departmental heads were originally 
Japanese, but Indians are now taking over control. 
Other rubber products are also being made, and the 
Dunlop Rubber Company is opening a large factory 
for the manufacture of rubber tyres. As in this 
country, factories are inspected by the Government 
and during 1935 a total of 3420 visits were made ; 
another 18 inspections were made by district magis- 
trates. Over 500,000 workers are employed and during 
the year trade improved considerably. Women 
workers numbered nearly 58,000, some 38,000 of 
them being in jute mills. There are also nearly 
11,000 adolescent workers, mostly also in jute mills, 
but there is a tendency to get rid of adolescent 
employees for fear of conflict with the law. Children 
have been almost eliminated from the jute mills, 
but illegal employment is still occasionally discovered, 
and two convictions were obtained during the year. 

An Act of 1934 which came into force on Jan. Ist, 
1935, reduced the working hours from 11 to 10 per 
day, and from 60 to 54 per week. There were not 
many breaches of this regulation, most of the irregu- 
larities discovered being technical infractions or 
borderline cases, 

Great attention has been paid to sanitation, and 
improvements are gradually being effected. This is 
a difficult problem in Bengal, where many occupiers 
have very vague ideas about cleanliness, and tradi- 
tional conditions are hard to combat. They will 
listen with interest to suggestions about safeguarding 
machinery and will erect expensive guards, and yet 
object strenuously to any improvement in sanitary 
conditions. A number of convictions were obtained 
against employers who refused to provide adequate 
latrines. On the whole, the water-supply of the 
factories is satisfactory, but ventilation and lighting 
often fall short of modern requirements. As a result 
of better trade conditions many of the larger factories 
are now able to pursue their policy of improving the 
housing conditions of their workers. Some factories 
provide recreation grounds, bathing places, dis- 
pensaries, and maternity wards. One has a leprosy 
clinic and another a school for the children of 
employees. The total accident rate for the year was 
10°16 per 1000 persons employed. A large number 
of the accidents were trivial, but there is still scope 
for much education of the workers and small 
employers. 


QUINIDINE TREATMENT OF AURICULAR 
FIBRILLATION 


QUINIDINE, introduced in 1918 by Frey for the 
treatment of auricular fibrillation, has been used 
extensively ever since, and experience has led to the 
recognition of certain criteria for the selection of 
suitable cases. The after-histories of a large series 
have been critically examined by Campbell and 
Gordon,’ and from them some definite conclusions 
have been formed, In a previous paper Parkinson 
and Campbell? reported 44 selected cases treated 
with quinidine, of which 30 were restored to a normal 
rhythm, and concluded that quinidine was the treat- 
ment of choice in established fibrillation of recent 
onset in the absence of serious congestive failure 
or cardiac enlargement, whereas digitalis was to be 
preferred in cases of over six months’ duration. 
After an interval of six years 11 out of the 30 still 
had normal rhythm. A few of these who had short 
relapses were restored by further quinidine. In 
the 19 who had reverted to fibrillation, treatment 
had been of benefit because, on the average, a normal 
rhythm was maintained for 34 months. Success 


s Campbell, M., and Gordon, F. W.: Quart. Jour. Med., 1936, 
n.s. v., 205 


* Parkinson, J.,and Campbell, M.: Ibid., 1929, xxii., 281. 


was much more frequent when the cause was toxic 
goitre, but the majority treated were of rheumatic 
origin. Of these only 2—and these had no evidence of 
mitral stenosis—had a normal rhythm after 7—11 years, 
12 had rhythm restored sometimes for 4—5 years but 
not maintained, while the normal rhythm was not 
restored at allin 10. The duration of the fibrillation 
before treatment had a considerable influence on the 
results obtained. Of 13 whose onset was less than 
a month, normal rhythm was still being maintained 
after seven years in 6 ; itwasrestoredin 6 often for four 
years but not maintained, and it was not restored 
at allin 1. The results, on the other hand, in those 
in whom the duration was more than one but less 
than six months were decidedly worse ; of 12 in whom 
it was more than six months, 7 failed to return 
to normal rhythm, in 4 it was restored sometimes 
forfour years butnot maintained, and in only 1 for more 
than seven years. The average duration of restored 
normal rhythm was 41 months in the rheumatic 
group, 86 in the thyroid group, and 77 in a miscel- 
laneous group of 14 that included arterio-sclerotic, 
hyperpietic, and senile conditions. 

The quinidine was administered almost always in the 
same dosage. After confinement to bed and pre- 
liminary digitalisation untilthe ventricular rate was in 
the region of 80,grs. 5 of quinidine was given as a test 
dose to make certain the patient had no idiosyncrasy. 
Treatment was then given for eight days, or less if the 
rhythm became normal, in five- and ten-grain doses 
at two-hourly intervals in the morning, and increasing 
from grs. 10 on the first day to grs. 30 on the fifthto 
eighthdays. Inaseries of 91 cases treated from 1929-34, 
to restore normal rhythm grs. 15 or less was required in 
46 cases, and all but 2 of the rest needed less than 
grs. 35. It was often found that if a case relapsed, 
approximately the same dose as before was required 
to restore the rhythm, unless there was some addi- 
tional factor at work, such as a great increase in the 
size of the heart or an activated thyroid gland. 
It is difficult to decide upon the ideal after-treatment. 
The majority were given grs. 5 of quinidine thrice 
daily for a month after the return of normal rhythm. 
This was then reduced to twice daily for a month 
and later to once a day for at least three months, and 
indefinitely for rheumatic patients. 

Detail studies of the 35 failures enabled the 
authors to recognise with greater certainty cases 
unsuitable for quinidine. The average duration of 
fibrillation before treatment was started was 3-7 
months, excluding 3 in whom the period was more than 
twoyears. Theprincipalreason forfailureis believed to 
be the size of the heart, the transverse diameter of 
which averaged 15-3 cm. in 18 who failed to respond, 
and freedom from symptoms and a short history 
of fibrillation apparently do not compensate for 
enlargement of the heart. In the 17 others the outlook 
appeared favourable, but various conditions such as 
intolerance, immediate relapses, temporary flutters, 
and in one a mesenteric embolism—the only serious 
complication—militated against success; an active 
or recent infection makes failure likely, and in 6 
failures the blood pressure was unduly high. Naturally 
the development of emboli puts an end to treatment. 
In the first series of 40 cases there was 1 of 
embolism, but in the second series of 91 it occurred 
in 5 patients, all of whom had mitral stenosis. None 
of these cases was serious, except the one of mesenteric 
embolism, and the authors do not regard it as a serious 
risk, especially as it often occurs in the untreated 
condition. Numerous authors have reported a return 
to normal rhythm after thyroidectomy without 
the use of drugs, but —— the proportion is less 
than 40 per cent., and since there is no criterion to 
help to Kecide what case will or will not become 
normal, an arbitrary rule is necessary. Most patients 
are fit to leave hospital three weeks after operation, 
and q»inidine should be given within one or at most 
two weeks. No relapses took place although the after- 
treatment was soon stopped. 

A strong case has been made out for treating selected 
patients with quinidine, especially because auricular 
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fibrillation soon leads to myocardial damage. The 
majority will be seen by general practitioners, for 
the typical case seen in hospital is quite unsuitable 
for this form of treatment. 


HELP SOUGHT 


A MEDICAL man desiring to remain anonymous 
writes: ‘‘ I should be grateful if any of your readers 
could help me as to treatment for a case of allergy. 
The patient is my wife, and while we were away on 
our holiday she developed her first attack of giant 
urticaria, on June Ist, an enormous weal appearing 
on the abdominal wall. Since then others have 
appeared in crops, with never a longer interval than 
four or five days. In addition she has, on several 
occasions, had considerable swelling of the lips and 
face, and once or twice some throat symptoms, the 
larynx being affected in one of these attacks. It 
has been impossible to guess at a cause, as we cannot 
recollect that she partook of any article of diet to 
which she is unaccustomed, so that the sensitising 
agent is unknown, and treatment must necessarily 
be symptomatic. She has seen two consultant 
physicians, and various remedies have been suggested 
and tried, without so far affecting the condition to 
any marked extent, except for slight lengthening 
of the intervals between attacks. She had skin tests 
made for the following, viz.: egg, mackerel, herring, 
ground almond, aspirin, Pil. Alophen, and cream— 
which were thought of as possible causative factors— 
but all proved negative. 

** As totreatment: at the outset we tried Kalzana 
(cal. sod. lactat.) for a week; then for two weeks 
injections (hypodermic) of Collosol Calcium. During 
the actual attacks injections of adrenalin. chloride 
(1-1000) were given, or tablets of ephedrine (gr. }), 
without much effect. She has also tried, on the 
advice of one physician, tablets of acidol pepsin 
(? defective gastric acidity). The last remedy tried 
was a French preparation called Anaclasin, which 
contains, among other things, various peptones. 

‘These allergic phenomena seem to have been 
very prevalent lately, and it would be interesting 
to know whether any cause can be assigned.”’ 


GREAT BRITAIN’S TRADE IN DANGEROUS 
DRUGS 


THE report just presented to the League of Nations 
by the Home Office on the control of the trade in 
dangerous drugs during 1935 serves to show what 
faithful administration of international obligations 
can achieve. It is true that this country enjoys 
immunity from the production of the opium poppy, 
coca leaves, and Indian hemp, and that “‘ addiction 
to narcotic drugs is not prevalent in the United 
Kingdom ’’; moreover, there was ‘‘ no evidence forth- 
coming of any organised illicit traffic in the United 
Kingdom during the year 1935.’’ Some 11 cases 
of illicit import or unauthorised possession were 
discovered as against 30 cases in 1934; these were 
mainly instances of raw and prepared opium brought 
in by seamen, mostly Orientals, for the use of 
compatriots residing here. 

In accordance with the Limitation Convention of 
1931, as applied by the Dangerous Drugs Act of 1932, 
all licensed wholesale druggists, including manu- 
facturers, are required to render annual returns of 
their transactions in dangerous drugs; from these 
returns estimates of the nation’s requirements are 
furnished to the supervisory body at Geneva. Only 
two firms in Great Britain, both in Edinburgh, are 
licensed to manufacture morphine, heroin, codeine, 
and dionin, and only one, in Essex, to manufacture 
cocaine. Supervision of factories and of persons 
authorised to possess or use dangerous drugs is 
exercised by inspectors appointed by the Secretary 
of State. In cases of conviction of grave irregularities 
the offender may be deprived of his authority to 
possess, supply, or prescribe the drugs. There were 
four such cases last year, three of the persons con- 
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cerned being medical practitioners and one a dentist 
and pharmacist. There were in all 61 prosecutions, 
of which 13 were dealt with under the Probation of 
Offenders Act, 25 of the convicted were fined, and 
19 sentenced to imprisonment, one to penal servitude 
for four years. So far as the Central Office can 
vouchsafe information on the question the total 
number of “ addicts’’ in the country is stated at 
“approximately 700.’’ In 90 per cent. morphine is 
reported as being the drug of addiction and cocaine 
and heroin in 5 per cent. respectively. One-sixth of 
the whole numbers of the addicts are said to be 
members of the medical profession. In all cases the 
drug was obtained through legitimate channels. 

From the statistical tables appended to the report 
it appears that in 1935 some 14,058 oz. of morphine 
were exported from the United Kingdom, the largest 
consignments being to Canada and New South Wales. 
Of heroin 2671 oz. were exported, being 571 oz, more 
than in 1934. Of cocaine 4698 oz. were exported, 
chiefly to Australia, South Africa, and India. Some 
132,078 lb. of raw opium were imported into Great 
Britain in 1935 and 59,933 Ib. exported, both amounts 
being larger than in 1934. In this country, unlike 
some of the Colonies, opium ‘‘ prepared ’’ for smoking 
is totally prohibited. Cases of illicit smoking occur 
occasionally among Chinese seamen temporarily 
resident here. Prohibition is enforced by the customs 
officers and the police, and all prepared opium seized 
is confiscated and destroyed. 


MEASURING THE KNOWLEDGE OF MIDWIVES 


MIDWIFERY service in some parts of America, 
notably in rural sections of the Southern States, 
is largely in the hands of negro women, and the 
standard varies greatly between one State and 
another. The public health authorities are concerned 
to discover which of the existing procedures gives 
the most competent midwifery service with the 
minimum of public expenditure, and an inquiry into 
the knowledge and practice of midwives has been 
set on foot under the direction of Mayhew Derryberry, 
consultant in health education techniques, and 
Josephine Daniel, research worker in child hygiene 
and public health nursing (U.S. Pub. Health Reports, 
June 12th, 1936, p. 757). 

The investigators recognise that the quality of a 
midwife’s work could best be estimated from a 
record of her actual behaviour in a series of cases ; 
but such a record is practically unobtainable. A 
midwife who knows herself to be under observation 
is liable to depart from her usual practice for the 
benefit of the inspector, and the observation of each 
of a number of midwives with several cases would be 
unreasonably costly both in time and money. A 
form for use in personal interviews with individual 
midwives was therefore devised, containing questions 
each of which represented many phases of midwifery 
practice. The questions aimed at discovering the 
midwife’s behaviour rather than her theoretical 
knowledge. 

Three rural counties similar in 


geography and 
population were chosen. 


In all of them the negro 
population slightly outnumbers the white, and 
midwives deliver approximately 60 per cent. of 
total births in two counties, and 25 per cent. in the 
third. Most of the midwives are negro, past middle 
age, and illiterate. Wide differences exist as to 
supervision in the three counties. In county A the 
only supervision and education came from a nurse 
in the State health department, who pays an annual 
visit; in county B supervision has been exercised 
fairly regularly since 1922; in county C intensive 
supervision was in vogue from 1923 to 1932 by a 
county public health nurse, and since 1932 the super- 
vision has been under the State Department of 
Health. Moreover, while a permanent licence is 
given in counties A and B, only an annual licence is 
granted in county C, which leads to a yearly weeding- 
out of the least efficient women. Twenty midwives 
were interviewed in county A, 34 in county B, and 
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26 in prone C. The original questionnaire was 
found to be too long and complicated, and was 
considerably abbreviated. Generally speaking, one 
mark was given for each question, but it was possible 
not only to score one or zero, but also minus 2 if a 
midwife recommended such superstitious practices 
as ‘“‘ burnt feathers under the nose,” “‘ snuff in the 
face,”’ or “‘ eating raw red onion’ as methods of 
hurrying the birth. 

Among individual midwives far higher averages 
were obtained by those who practised hygienic 
methods and gave adequate post-partum care than 
by those whose work was of a lower standard, and 
the average score on the abbreviated form for mid- 
wives in county A was 50°4, in county B, 65,’ and 
in county C, 85. This ratio is such as might be 
expected, and the fact that acceptable practice was 
always associated with a higher score suggests that 
the technique followed does distinguish the more 
competent midwives from the ignorant, untrained, 
and superstitious. This investigation is only a first 
step in an attempt to evaluate the public health 
procedures used in the control of the midwife in the 
Southern States, but it has a practical as well as a 
statistical value. A nurse carrying out the inter- 
views will discover those needing the most super- 
vision and teaching. Midwives who score extremely 
low can be eliminated; those who score high can 
be inspected less frequently, and supervision and 
education can be chiefly devoted to those likely to 
profit from them. 


ASBESTOS FasrRics.—An exhibition of coloured 
asbestos fabrics was held by Messrs. Bell’s Asbestos 
and Engineering Supplies, Slough, Bucks, in London 
on August 6th. The fabrics had been coloured and 
finished by a new process which it is stated eliminates 
their feeling of dampness and clamminess to the touch 
and also their tendency to “‘ fluff.’”’ It is also claimed 
that the new fabrics may be washed. Asbestos is 
already valued as a protection against fire and is 
used for drop curtains and fire-fighting suits; but 
these improvements will, it is ho , increase its use 
in the hospital, the cinema, and the home; for the 
advantages of curtains, aprons, blankets, and rugs 
which are at once fire-resisting, pleasing, and washable 
will be readily appreciated. 
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For further information refer to the advertisement columns 


Aberdeen Infirmary.—Hon. Clinical Tutor. 
Albert Dock Hospital, Connaught-road, E.—Res. M.O., at rate of 


£110. 
All Lowe a easel for Genito-Urinary Diseases, St. George’s- 


—Res. H.S., at rate of a 

Ash ord,” . Grosvenor Sanatorium. —Res 

Bath, Fomt't United H - 

Birmingham Children’s Hospital.—First Asst. to Ear and Throat 

ep 

Birmingham, Little oe Hospital for Infectious Diseases.— 
Jun. Res. M.O., £300. 

Bolton Royal Infirmary.—H.S., £150. 

Bolton, Townley’s Hospital, Farnworth. —Asst. M.O., £225. 
Bradford, Municipal General H. » St. Luke’s.—H.P.’s and 
H.S.’s, each at rate of £150. 

sete <A Royal Alexandra Hospital for Sick Children.—H.S., 


Brighton, Royal Sussex County Hospital.—H.P., £150. 
Brighton, Sussex Eye Hospital.—Hon. Asst. Surg. 
British Postgraduate Medical School, Ducane-road, Shepherd’s 
Bush, W.—-First Asst. in Dept. of .. £300—£400. 
Bury C ‘ounty Borough.—Asst. M.O.H., 
Ci Addenbrooke’s H: pom 2 S. ae er rate of £130. 
Cheltenham General and Eye Hospitals.—H.P., £200. 
Doncaster vy > Infirmary.—H.5S., £ 
Hospital, Greenwich, ‘Sh EP. and H.S., each at 
rate or “ol 10. 
Dudley Guest Hospital.—Two H.S.’s, each £100-£130. 
Exeter oes Devon and Exeter Hospital,—Res. Surg. O., £250. 
P.’s and H.S.,’s, each at rate of £150, 
Que Eve Lg eek a nome H.S., £100 
oe Yarmout General Hospital.—H.S., ‘£14 40. 
Grimsby and District Hospital.—Jun. H.S £150, 
wae -road Hespital.—Res. “Asst. M.O., at rate 
o 
Hampshire County Ccuncil.—Asst. County M.O., £600. 
Harrogate, Scotlon Banks Sanatorium.—Med. Supt., £900. 
Sen. Asst. M.O., £450. Also Asst. M.O., £350. 


Hépital et Dispensaire Francais, 172, Shafteshury-avenue, W .C.— 
Sen. and Jun. Res. M.O.’s, £120 and £100 respectively. 
Hospital for Consumption and Diseases of the Chest, Brompton, 

+ aia H.P, for Frimley Sanatorium, at rate of 
£100 
—— A Tropical Diseases, Gordon-street, W.C.—H.P., at rate 


por. , Hospital, Underwood-street, E.—Res. M.O., 
at rate of £50. 

Leicester fee Infirmary.—H.S.’s, Cas. O., and H.P.’s, each 
at rate of £125. Also Jun. Cas. 0., at rate of £100. 

L.C.C. Tuberculosis Scheme. -—Principal "Asst. M. O., £950. 

London H ic Hospital, Great Ormond- streel, W.C.—H.P. 
at rate of hoo 

London Hospital, E.—Surg. to Ear, Nose, and Throat Dept 

Manchester Public Health Dept. —Temporary Asst. Pathologist, 
at rate of £500. 

Manchester, Royal Children’s Hospital—Two Asst. M.O.’s, 
each at rate of £150. 

Manchester Royal Eye Hospital.—Jun. H.S., £120. 

[> omc Royal Infirmary.—Res. Surg. (> £200. 

Manitoba U niversity. a wy on ny in Anatomy. $4500. 

Marie Curie Hospital, Fitzjohn's 's-avenue, N .—Director of 
Medical Services and Raa £1000. Also Res. M.O., £100. 

oe Holgate Municipai Hospital.—Jun. Res. M.O., 

Nelson espe, Merton, S.W.—Two Res. H.S.’s, each at rate 


of £ 
, Royal Gwent Hospital.—Cas. O. and H.S., each 
at aE mg of £135. 


Nottingham General Hospital.—Two Res. Cas. O.’s, at rate of 





£150. 

Nottingham, Harlow Wood Orthopedic Hospital, near Mansfield.— 
H.S. at rate of £200. 

Otago Hospital Board and Dunedin Hospital, New Zealand.— 
Sen. Res. Surg. O., £500. 

Perth City.—Asst. M.O.H. (Temporary), at rate of £500. 

Plymouth, Prince of Wales’s Hospital.—H.S. for Lockyer-street 
Hospital, at rate of £150. Also H.S., at rate of £120. 

Preston and County of Lancaster Queen Victoria Royal Infirmary.— 

H.S. and H.P., each at rate of £150. , 

Preston, Biddulph Grange Orthopedic Hospital.—Jun. H.S., 
at rate of £200. 

Prince of Wales’s General Hospital, N.—Res. Jun. H.P. and 
two Res. Jun. H.S.’s, each at rate of £90. 

Princess Beatrice Hospital, Earl’s Court, S.W.—Res. M.O. and 
H.P., at rate of £150 and £110 respectively. 

Princess Louise Kensington ital for Children, St. Quintin- 
avenue, N. Kensington.—H.8., at rate of £120-£150. Also 
Clin. Asst. to Out- patient Dept. 

Reading Royal Berkshire Hospital.—Res. M.O. to Blagrave 
Branch, £125. 

ldchurch — —Asst. Res. M.O., £350. 
Rotherham E Yospital.—Cas. H.S., £150. 
Royal ae Hospital, St. George’s Circus, S.E.—Sen. H.S. and 
o Asst. H.S.’s, at rate of £150 and | _~ respectively. 

Royal } ‘National Orthopedic Hospital, 234, Gt. Portland-street, W.— 
Two H.S.’s, each at rate of £150. 

N cx" Fee., £200. 


Royal Nevthera Hospital, Holloway 
St. Helen’s County Borough.—Asst. M.O 

Shanghai Municipal Council, pnubiie entth 1 Devt. —Asst. Patho- 
logist, 909 Chinese dollars per mensem. 


; ow Infectious Diseases Hospital.—Jun. Asst. 


Sheffield Royal Siospital. —Clin. Asst. to Ophthalmic Dept., £300, 
South-Eastern Hospital for Children, Sydenham, S.E. —Res. M.O: 
at rate of £100. 
Southend-on-Sea General Hospital. —Cas. O., £100. 
Rhod. Gover —Medical In nspector of Schools, 


£800 

Stockport *Infirmary.—¥.P., £150. 

Sunderland Royal Infirmary.—H.S. and H.P., each £120. 

Taunton and Somerset Hospital.—Hon. Ophth. Surg. 

Walsall General Hospital.—Hon. Physician for Skin Dept. 

Wart 2130. Infirmary and Dispensary.—Third Resident, at rate 
of £ 

Weir Hospital, Grove-road, Balham, S.W.—Jun. Res. M.O., £150. 

West London Hospital, Hammersmith-road, W.—Res. Asst. 
Surg., £200. Also H.P. and H.S. a at rate of £100. 

Weston-super-Mare Hospital.—Res. H.8., £150 

Council.—Asst. M.O. for 


Ww igan, Royal Albert Edward Infirmary and Dispensary.—Hon. 
Surg. for Ear, Nose, and Throat Dept. 
— Hospital, Thurstan-road, S.W.—Res, M.O., at rate of 


Ww oodetde Hospital for Functional Nervous Disorders, Muswell 
Hill.—Jun. Asst. O., £400-£450. 
Woolwich and District War Memorial Hospital, Shooter’s-hill, 
S.E.—H.S., at rate of £100. 
York City Education C Sen. -8 M.O., £500. 


The Chief Inspector of cides announces vacancies for 
Certifying Factory Surgeons at Wollaston (Northampton), 
and Maesycwmmer (Glamorgan). 








FAVERSHAM COTTAGE HOSPITAL.—A new annexe 
has been erected here to provide accommodation for the 
nursing staff, some of whom have had to sleep out. 


BRAINTREE HospiTaL.—This hospital was erected 
by Mr. W. J. Courtauld in 1920 and he has now offered 
to add to it a maternity ward on condition that the 
people of the town subscribe £1500 towards the 
cost of £5000. 





